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N June 25, 1899, a man committed suicide on whom I 
() had operated for cerebral abscess seventy days pre- 
viously. At the autopsy it was found that recovery had 
taken place. 

As the opportunity rarely offers itself to examine recently 
cicatrized cerebral abscesses I report the case, which is also 
interesting in several other points, as follows : 


Mr. N., who never had any ear trouble before, fell sick with a 
severe tonsillitis in the beginning of March, 1899. Soon after- 
ward he complained of a pain in the right ear, which was relieved 
after profuse discharge had set in, but returned when the discharge 
apparently diminished under the application of ear-drops and 
powder. The patient came to the clinic, April 5th, complaining 
of a dull feeling on the right side of his head, of a pain in his right 
ear radiating toward the occiput, and of one-sided deafness. 

Condition on admission: Mr. N. is a man of athletic build 
and healthy in appearance ; the internal organs are normal. There 
are no cerebral or nervous symptoms, but the pulse, which is strong 
and neither slowed nor accelerated, is somewhat irregular at times, 
showing an intermission after the fourth or eighth beat. The tem- 
perature is below 37.0° C., only once reaching 37.4°. Eye fundus 
normal; no nystagmus. Hearing: L. E., whisper at rom.;R. E., 
conversational voice close by. Weber toward R. R. external 
meatus is red and swollen, but not stenosed ; membrana tympani 
thickened and congested ; hammer barely visible ; posterior part 


' From the University Ear Clinic in Heidelberg. 
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of membrane bulging, the soft parts behind the ear neither red nor 
thickened, and the mastoid process not tender on pressure. 

An incision is made through the whole length of the bulging 
posterior half, and creamy pus is evacuated which was under high 
pressure. Absolute rest. Ice-bag behind ear. Sweating every 
other day. The secretion on the following days is so profuse as 
to necessitate a change of the protecting dressing several times a 
day ; the dulness in the head is relieved and the hearing improved 
so that the whispering voice can be understood. On April 11th, 
the percussion sound on the right mastoid distinctly shorter than 
on the left. Pulseirregular. Patient declines the repeated advice 
to have the mastoid opened. ‘Temperature continues normal. 

As the discharge does not diminish, the deafness increases, and 
the right side of the head begins to ache; patient consents to the 
operation, which is performed on April 15th. 

Operation: Periosteum is slightly thickened. Blood-points 
- appear here and there on the planum. After the first stroke of the 
chisel creamy pus wells out which was under high pressure. The 
corticalis is removed and a large cavity laid open, which is filled 
with pus, granulation tissue, and bone grit. ‘The sinus is bare to a 
large extent, and covered with granulations. The mastoid tip 
contains a large cell filled with pus. The cavity, which communi- 
cates with the tympanum, is scraped out withthe curette. Superi- 
orly, the dura mater covered with flabby granulations, lies bare. 
In scraping off the latter, pus oozes out from above and the probe 
enters a cerebral abscess about 3 cm deep. The opening in the 
dura is enlarged by a cross-cut and, after all the pus has drained 
out, the abscess is loosely filled with xeroform gauze. The same 
material is used for tamponing the mastoid cavity and external 
canal. The next day some little pus escapes from the cerebral 
abscess ; tamponing is omitted and as the secretion ceases on the 
following days the incision in the dura is allowed to close. The 
temperature is a little higher at first (up to 37.8°C.) but falls 
down to normal shortly after. The irregularity of the pulse 
gradually disappears. 

The course of healing was favorable at first. The discharge 
of the tympanum ceased‘on April 22d; the perforation of the 
drum closed and the function improved rapidly from 4 m for 
whisper on May 2d to nearly normal. The mastoid wound looked 
well and became smaller. Patient was discharged from the hos- 
pital on May 15th, for out-door treatment. 
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While he was still in the hospital we noticed that he was exceed- 
ingly anxious ; examining his temperature and pulse and worrying 
about the least disturbance. Unfortunately he caught cold while 
taking a walking tour on June roth, which caused a recurrence 
of his otitis. 

Although the suppuration soon subsided, he was depressed ever 
since with hypochondriacal ideas. He complained anew of throb- 
bing in the head, palpitation of the heart, difficulty in breathing, 
and lack of appetite. Cerebral symptoms were absent. As in 
probing the mastoid wound a small piece of bare bone was found, 
this was considered to be the possible cause of the trouble. 
Patient was advised to stay in the hospital for a few days and he 
promised to do so. But a few hours before his admission he sud- 
denly rose from his meal and retired to the closet, where soon 
afterward he was found, having cut his throat with a pocket-knife. 
He was led to his room, but while the landlady went for assistance 
he grabbed a table-knife and made another attempt to cut his 
throat. When medical help reached him, death had occurred 
from hemorrhage. 

At the post-mortem, performed by Prof. Ernst, on the follow- 
ing day, it was found that the incision had penetrated between the 
hyoid bone and thyroid cartilage ; the pharynx was opened and 
the epiglottis severed. Numerous foci of aspirated blood were in 
the lungs. It was remarkable that not only the carotid and jugular 
veins but even the external jugular were uninjured. The principal 
hemorrhage came from the right superior thyroid artery, which was 
split open laterally. The skull-cap was thick and the dura in 
several places adherent to the bone. In lifting the brain a piece 
the size of a large pea remained attached to the tegmen tympani. 
This left a defect in the brain, from which a barely visible 
cicatrix, 1.5 cm long, without pigment, softening, or fibrous tis- 
sue, could be traced into the brain-substance. On detaching 
the dura from the tegmen tympani the opening made by the oper- 
ation was recognized and found filled with loose cicatricial tissue. 
The gauze in the mastoid wound was impregnated with serous but 
not with purulent secretion. Careful examination of the mastoid 
nowhere revealed diseased bone. ‘The wound had closed con- 
siderably. The middle ear was in normal condition. The fact 
was noted that the tegmen tympani on the healthy side was ex- 
ceedingly thin and cribriform. Incidentally a small lenticular 
osteoma with sharp, notched edges was found in the falx cerebri. 
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REMARKS: An acute otitis had caused a mastoiditis and 
the formation of a perisinuous and a small cerebral abscess. 
As unfortunately frequently occurs, the symptoms were 
insignificant compared with the seriousness of the disease. 
Even the extensive destruction in the mastoid process could 
not be diagnosticated with certainty before the operation. 
Only the irregularity of the pulse aroused the suspicion that 
the process had reached the cranial cavity. It is not sur- 
prising that the cerebral abscess itself had not caused any 
conspicuous symptoms as it was only initsincipiency. The 
course of healing was extremely favorable. The discharge 
from the brain abscess ceased on the second day. 

Macewen states that the cavity of even large cerebral ab- 
scesses of acute origin fills up within a few hours after their 
evacuation, by the expansion of the formerly compressed 
brain-tissue. The same had happened in the above case, and 
at the post-mortem nothing could be seen of the upper part 
of the abscess but a barely visible linear scar. Only the part 
next to the dura had not closed immediately but was filled 
with cicatricial tissue continuous with the cicatrix of the dura. 
Fig. 1 shows the microscopic picture of a section through 
the dura and the cicatricial tissue at the place of the opera- 
tion. The dura mater (/) around the cicatrix is thickened ; 
it thins out toward the perforation and is entirely missing for 
a distance of 1.5 mm, there it is replaced by a thin layer of 
connective tissue which—as shown under a higher power— 
consists of spindle-cells with interspersed leucocytes (/). The 
pia mater (/) is closely attached to the dura and it is gradually 
lost in the cicatrix. The substance occupying the abscess 
cavity is partly cicatricial tissue and partly degenerated brain- 
substance. The cerebral cicatrix proper is recognized to be 
the part above the perforation (2), and especially two cords 
(a and a’), which, starting from the dura, run for about 3 mm 
into the brain-substance, the one (a) parallel to the dura, the 
other (a’) nearly at right angles to it. These two cords con- 
sist of fixed connective-tissue cells, between which are situ- 
ated small round cells and larger cells with large nucleus and 
granular protoplasm. Elements of nervous tissue cannot be 
foundinthese cords. Inthe cord parallel to the duraa group 
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of large polynuclear giant-cells are noticed (Fig. 2) lying close 

to several winding, tape-like bands, which are highly refract- 
ing and did not take the stain. These bands are partly 
frayed and the giant-cells are deposited between the fibres. 
Evidently—as Dr. Hegener has found—these bands are cot- 
ton-fibres, left from the dressing material and healed into the 
brain-substance. Hegener found similar fibres in the cica- 
trices following “radical operations” (Zeitschrift fiir Ohrhk., 
Bd. xxxvii., p. 117). The giant-cells must be considered as 
‘“ foreign-body giant-cells.’’ Between and around the above- 
described cords the glia tissue is ill defined, very vascular, 
and contains also numerous round cells. The nervous cells 
are irregular in shape, of different sizes, devoid of processes 
and partly of nuclei. Thecerebral tissue around the cicatrix 
(within a radius of 7 mm) shows similar changes. There also 
the nerve cells are of irregular form and without processes ; 
in some the nuclei are missing. Here and there are groups 
of round cells. The blood-vessels are dilated. There is no 
sharply defined boundary line between the abnormal and the 
normal tissue. It must be mentioned that a small osteoma 
(0), which shows no erosion, is found near the perforation on 
the outside of the dura. It is not possible to decide whether 
its origin is due to the suppurative process. 

We found the condition of the dural cicatrix similar to 
that described by Macewen. In our case, though, the dura 
was not adherent to the connective tissue which filled the 
gap in the tegmen tympani. The difference might be ac- 
counted for by the length of time expired since the opera- 
tion (70 days), while the child operated on by Macewen 
succumbed on the 47th day. Répke (Z. f. O., xxxiv., p. 
119) found only six reports of autopsies in the literature, in 
which the healing process in evacuated brain-abscesses was 
mentioned. Careful microscopical examinations have not 
been reported to my knowledge, though numerous experi- 
ments have been made on animals for the study of the cica- 
trization. Tedeschi,’ who produced cerebral wounds on 
dogs by means of hot needles, describes the resulting cica- 
trix much like the one seen by us. The cicatrix proper in 





! Bettrége 2. path. Anat,, v. Ziegler, 1897, i., p. 43. 
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the centre of his wounds consisted of connective-tissue 
fibres, the surrounding tissue of neuroglia with nerve cells, 
which could hardly be recognized as such. Tedeschi says: 
‘* The nervous elements of the cicatrix are different in size, 
form, and position from those normally found in the same 
locality.”” The cicatrix proper in our case, which is about 
one third the size of the original abscess, extends into the 
cerebrum for not quite I cz, but, as mentioned before, the 
surrounding brain-substance also shows pathological changes. 

The formation of the cerebral abscess was aided by the 
extreme thinness of the tegmen tympani, which was defect- 
ive even on the healthy side. 

It is an interesting question if the suicide was brought 
about by the ear disease. There was no history of mental 
disease in the patient’s family. He had always been in good 
health; he was not a drinking man. His financial and fam- 
ily affairs gave him no cause for anxiety. 

The ear disease, the seriousness of which he only realized 
when he consented to the operation, aroused melancholy 
ideas in him, and when he suffered a relapse of his otitis, al- 
though again and again assured that there was no cause for 
worry, he could not free himself of the idea that he had 
fallen a victim to a serious brain-disease which would ulti- 
mately lead to insanity. It was not likely that in our case, 
as in Pluder’s,' the mastoid operation had produced the 
psychical disturbance—for such it was; we would rather at- 
tribute it to the patient’s dread of a prolonged illness and a 
second operation. The insignificant cicatrix in the cerebrum 
cannot have caused the mental disturbance. 


! Pluder, ** Psychical Disturbances Following Mastoid Operations,” 47rc/. /. 
Okhr., Bd. xlvi., S. ror. 
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Mr. Prestdent and Gentlemen : 









Having occasionally been asked by the general practitioner 
of medicine as to whether the otologist does not operate on 
every case of mastoid disease which comes under his obser- 
vation, it seemed to me that this might be a favorable 

| opportunity to answer the question. In the statistics which 

. I propose to give this evening, I have taken the histories 
of private patients as they came in regular order in my 
case-books. I have purposely chosen the latter class of 
cases because they were under my observation fora sufficient 
length of time to know that there have been no instances of 
either relapse or of subsequent operation on the mastoid 











cells. 

Of 40 cases of acute purulent otitis media complicated by 
acute inflammation of the mastoid cells, it was necessary to 
do a radical mastoid operation in 10 instances. In 2 of 
these 10 operations a subsequent operation for sinus throm- 
) bosis was performed. Of these 2 latter cases, viz., of sinus 
: thrombosis, I terminated fatally. This was the only case of 
death in these 40 cases. Jn 30 cases, or 75 per cent., the mas- 
toid cells were not opened. Of these 40 patients the ages 













E varied from six to sixty-five years. There were 20 children 
under fifteen years of age. Of these 20 children 16 were 
’ males and 4 females. Of the remaining 20 adults, 10 were 
: males and 10 females. 
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: ' Read at the Meeting of the Section on Otology, N. Y. Academy of Medi- 
¥ cine, Dec. 12, Igoo. 

















Gorham Bacon. 


As the time is somewhat limited this evening, and as the 
histories of the cases are very much alike, the treatment 
being practically the same in almost every instance, I have 
selected but fourteen (14) cases, the records of which I sub- 
mit for your consideration. 


CAsE 1. — Mr. C——, aged fifty, had recently had an attack of 
influenza. Five days ago he had an earache in left ear following 
a sore throat and acute coryza. When seen inconsultation there was 
marked tenderness on pressure at the tip and over the lower third 
of the mastoid process. There was a sero-sanguinolent discharge 
from the left ear and a perforation in the anterior lower quadrant 
of the drumhead. A free incision was made in the posterior 
upper and lower quadrants along the posterior border of the 
membrane. The Leiter coil was applied. ‘The patient was given 
three doses of calomel in }-grain tablets, followed by Hunjadi. 
The patient’s condition gradually improved, the discharge became 
more copious. The temp. ranged from 99}° to 100° F. The 
membrane had to be incised again. The patient made an excel- 
lent recovery without a mastoid operation. 





CasE 2.—V , six years of age, had measles a short time ago, 
and within a few days he had an earache on nght side. To-day 
temp. 104° F. Seen in consultation for first time to-day. Patient 
very deaf ; drumheads congested and bulging ; marked tenderness 
over both mastoid processes, especially over the antrum and tip. 
Leiter coils applied, and on the following day both drumheads 
were freely incised. The temp. fell to 100° F. very soon after the 
incision. Leiter coils kept on. The ears discharged for some 
time. The incisions healed nicely and the hearing became normal. 





CASE 3. — Miss J , thirty-two years of age, had acute otitis 
media following grippe. Right ear affected ; sudden pain ; arti- 
ficial leech used and drumhead incised. Leiter coil applied and 
left on for forty-eight hours. Pain relieved and patient made a 
good recovery. 

CasE 4.—A little girl, aged six years, was seen in consultation. 
Three days previously she had pain in right ear as a result of 
tonsillitis. Ear ruptured spontaneously and was followed by a 
bloody serous discharge. Temp. 103}° F. Child developed 
scarlet fever. Both mastoid processes very tender, and both 
drumheads freely incised as they were bulging. Leiter coils ap- 
plied. Patient made an excellent recovery. 
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Case 5.— Patient, fifty years old, had an attack of acute puru- 
lent otitis media with involvement of the mastoid cells. As the 
opening in the drumhead was small, a free incision was made in 
the posterior and upper portion. Later there was some oedema 
over the mastoid, and the question of opening the cells was seri- 
ously considered. Another attempt to drain the ear was made by 
a free incision in the drumhead. ‘The patient recovered without 
further operative measures. 


CaAsE 6.—Miss C., twenty years of age, had an earache a week 
ago, followed by a discharge from the right ear. There was con- 
siderable pain, and the mastoid was probably involved from the 
start. I saw the patient in consultation, and made a free opening 
in the drumhead, and applied the Leiter coil. The patient was 
under my immediate care for the next four days. The tenderness 
over the mastoid gradually disappeared, and the patient recovered 
under the treatment as given, except that in addition the ear was 
frequently douched with either a bichloride or a boracic-acid 
solution. 

Cast 7.—Boy, twelve years old, gave a history of pain for 
four days in ear. Both ears affected in consequence of an attack 
of grippe. Patient dull and listless. Tenderness over both 
mastoid processes, especially over each antrum. Drumheads 
bulging and congested. ‘Temperature 101$° F. Under chloro- 
form both drumheads were incised. Ice-bags were applied, and 
the ears were ordered to be frequently douched. On the follow- 
ing day the temperature was 993° F., and there was a copious 
discharge from the ears. Boy made a good recovery. 


Case 8.—Patient, four years old, had an attack of influenza six 
weeks ago. Three days ago had pain in left ear. He was better 
the next day, and the temperature was normal. To-day I saw 
him in consultation owing to the fact that the temperature ranged 
from 102° to 104° F.; pulse 125. Pain in ears slight. Small 
perforation in right drumhead—left one bulging. Both mastoid 
processes very tender. Drumheads freely incised. Serous fluid 
came from right ear, pus from left. Patient’s temperature dropped 
to 101° F. very shortly. The ice-bags were applied. The ears 
were douched. Patient recovered. 

CasE 9.—Miss S., twenty-four years of age, had an attack of 
grippe and pain in right ear. Ear ruptured. Following day the 
temperature rose to 104%° F. Pulse 118. Tenderness very 
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marked over the mastoid process. Free incision made in drum- 
head. Ice-coil adjusted. On the following day the temperature 
fell to 99%° F. General symptoms much improved. The left ear 
subsequently became painful, and had to be incised. The Leiter 
coil was also applied over the left mastoid. Excellent recovery. 


CasE 10.—Boy, aged eight years, had a bronchial attack, fol- 
lowed last night by an earache. ‘Temperature 1023 ° F. Drum- 
head ruptured spontaneously on following night. Discharge, 
bloody serum. Mastoid tenderness. Ice-bag applied. Bacterio- 
logical examination showed mixed infection — streptococci, pneu- 
mococci, and some diplococci. ‘Temperature fell, but on the 
following day rose to 104° F., when symptoms of pneumonia were 
detected. Boy recovered. 

CasE 11.—H. C., aged twenty-seven years, had a severe attack 
of grippe and an earache. ‘The drumhead was freely incised 
under nitrous oxide gas. As the mastoid was tender, the ice coil 
was applied. This patient was under my immediate supervision 
for a period of six weeks, and several times preparations were 
made to open the mastoid cells, but on each occasion the patient 
showed some improvement, so that the operation was postponed. 
The membrana tympani during this time was incised four times. 
Recovery without a mastoid operation. 

CasE 12.—Mrs, R., sixty-five years old, for two days had severe 
pain in the right ear, and the temperature has been as high as 
102° F. When I saw her the ear was already discharging, and 
the mastoid was tender, especially about the lower third. Ice-bag 
applied, and ear to be douched frequently. Five days later it 
became necessary to enlarge the opening in the membrana tym- 
pani. A subsequent incision was also necessary. Patient recov- 
ered in a month’s time. 

CASE 13.—Boy, six years old. For the past week the patient 
has had a temperature as high as 104° F. Pain slight in ear. 
Boy very deaf. When called in to see him I found drumheads 
bulging. Under nitrous-oxide gas I incised both membranes. 
Ice-bags were applied, and the ears were douched frequently. 
The boy gradually recovered. 

CASE 14.—Robert M. P , thirty-five years old, had an earache 
for five days. When seen in consultation to-day, the patient was 
extremely weak, with a temperature of 102° F. He has had but 
little pain, but he seems very much depressed. When the drum- 
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head was incised, considerable pus escaped. Mastoid process 
tender. Leiter coil applied. Ear ordered douched. Recovery 
without opening mastoid cells. 


I have purposely given but very brief notes of these pa- 
tients, as my object has been simply to indicate the general 
plan of treatment which I am in the habit of following in all 
cases of acute otitis media, and especially in those cases com- 
plicated by acute inflammation of the mastoid cells. A great 
many cases of mastoid disease can be cut short in the first 
stage if, instead of administering opiates to relieve the pain, 
or perhaps phenacetine or quinine to reduce the temperature, 
which often is very high in the case of young children, we 
apply leeches at once. If we see the patient at the outset 
of the attack, we should apply a leech just in front of the 
tragus, if the middle ear is involved. If mastoid tenderness 
exists, we should apply a leech behind the auricle, over the 
antrum, or the lower portion of the mastoid process. 

The artificial leech, consisting of a scarificator and cupping 
glass, is to be preferred to the natural leech because it is 
always at hand, while natural leeches are frequently very dif- 
ficult to obtain, especially at night. Most persons, besides, 
have a great dislike to leeches, and frequently the hemor- 
rhage from a leech bite is very difficult tocontrol. Instances 
have been reported in which almost fatal hemorrhage has 
resulted from the use of natural leeches. 

The patient in the first stage should be put to bed and 
given very light diet, especially when there is much tempera- 
ture. Calomel should be administered in ;4-gr. tablets—one 
every hour for six doses, or until a laxative effect has been 
produced. Tincture of aconite in one drop doses is also an 
excellent remedy in the early stage. 

If the mastoid process is tender on pressure, and the in- 
flammation of the cells has followed an acute otitis media, 
the Leiter coil should be applied (after having first used the 
artificial leech), and the cold should be kept up for at least 
forty-eight hours. The use of the artificial leech and the 
application of cold will often cut short the attack. The coil 
will frequently relieve the pain at once, but should not be left 
on longer than forty-eight hours for fear of masking other 
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important symptoms. Inthe meantime the condition of the 
drumhead should be watched with such care that as soon as 
there is any bulging a free incision should be made in the 
membrane along its posterior border, from a point behind 
and below the stapes to the lower border of the drumhead, 
and close to the bony canal. 

In all cases of scarlet fever, measles, diphtheria, influenza, 
and especially when the infection is due to the streptococcus 
or pneumococcus, it is advisable to make an early incision in 
the drumhead, even if the latter is not bulging, especially 
when there is acute inflammation of the mastoid cells and the 
patient has considerable fever. 

After having incised the membrana tympani, the object of 
treatment should be first of all to promote the discharge, 
and this is best accomplished by douching the ear frequently 
with a warm boracic-acid solution (boracic acid 3 i, water 
= vili) or a bichloride solution (1:3000). Secondly we should 
try to destroy the micro-organisms. 

Frequently when spontaneous rupture has taken place, the 
perforation is so small that the opening should be enlarged. 
The size of the opening is most important, for the successful 
outcome of the case depends on a free incision having been 
made. In some cases, after incising the membrana tympani, 
the surgeon will be disappointed to find that only a slight 
bloody serous discharge escapes. Usually, however, within 
twenty-four or forty-eight hours this will be followed by a 
profuse discharge, and a fall in the temperature. 

There is not time this evening nor do I care to discuss the 
subsequent treatment of acute purulent otitis media by 
means of astringents or the use of powders, nor do I wish to 
say anything about the operative treatment of mastoid dis- 
ease. My object is to lay before you what seems to me the 
best method of treating acute otitis media complicated by 
acute inflammation of the mastoid cells. By the use of the 
artificial leech, of the Leiter coil, by making a free incision 
in the drumhead, and by frequent douching of the ear with 
a boracic-acid or bichloride solution, we can in a great many 
cases cure our patients without performing the mastoid 


operation. 
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I do not wish to imply that I am in any way opposed to 
the mastoid operation, but since I have treated such cases in 
the manner just described, I have had fewer operations than 
formerly. 

Cases of mastoid disease occurring in connection with 
chronic purulent otitis media almost always require opera- 
tion, according to my experience. The outer cortex is 
usually very dense and the antrum is apt to be filled with 
cholesteatomatous material. Unless operative measures are 
adopted in most instances, there is great danger of some 
intracranial complication. 

It is always advisable to examine the pus from the tym- 
panum under the microscope and to have cultures made, for 
much information can be obtained in this way not only as to 
the probable severity of the disease but also as to the prog- 
nosis. When the infection is due to the presence of either 
streptococci or pneumococci in large numbers, the disease is 
apt to run a severe course, and frequently, in spite of all 
treatment, the mastoid cells have to be opened. 

If, after incising the drumhead and applying the Leiter 
coil, and if, after the appearance of a profuse discharge, the 
temperature still remains elevated, the surgeon can be very 
certain, provided the mastoid is still tender, that the case is 
likely to require an immediate operation. For otherwise the 
inflammation may in a very few days extend to the sigmoid 
sinus or to the dura through the tympanic roof. This is 
likely to occur in the case of children, especially when the 
infection is due to the presence of the streptococcus or 
pneumococcus. Such children have a temperature of 104°- 
105° F.,a rapid pulse, complain of but little pain, and lie in a 
semi-dazed or stupid state, and seem to be very ill. When 
the pneumococcus is found in the discharge from the ear, 
we must not fail to examine the lungs, because an elevated 
temperature in such a case may be due to a central pneu- 
monia, which is not always detected at once. 

This conservative line of treatment should never be fol- 
lowed out except by one who has had considerable experi- 
ence in aural diseases, and can recognize very early the more 
serious symptoms which would decide the surgeon to open 
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the mastoid cells. The aural surgeon should be in close 
touch with the patient, and if he does not see him each day, 
he should be in a position to know his exact condition so 
that he can operate at a moment’s notice in case of necessity. 

Some authorities object to the use of cold by means of 
ice-bags and the Leiter coil, and claim that better results 
have been obtained from applications of heat. According 
to my experience, the Leiter coil is one of the best ap- 
pliances we have for the first or hyperemic stage of acute 
mastoiditis; and my statistics show that, since I have been 
using cold during the past eleven years, the number of 
operations on the mastoid process has steadily decreased. 
The Leiter coil should never be used after pus has formed, 
for then it becomes a most dangerous remedy. It may re- 
lieve the pain so that the patient is under the impression 
that he is improving, but, according to my experience, it is 
a dangerous remedy to employ except in the stage of hyper- 
zemia. 

The aural surgeon should do all in his power to cure his 
patient without opening the mastoid cells. If, however, the 
latter operation becomes necessary, he should not hesitate 
fora moment not only to remove all diseased tissues from 
the mastoid antrum to the tip, but he should be fully compe- 
tent and prepared to operate at all times on any intracranial 
complication. 





ANNUAL REPORT OF THE EAR AND THROAT 
DEPARTMENTS OF THE CITY HOSPITAL IN 
BASEL, FROM JANUARY 1, 1898, TO JANUARY 


I, 1899. 
By Dr. E. SPORLEDER, AssisTanr, 


Abridged and Translated by Dr. O. JoAcHIM, New Orleans. 


HE private policlinic founded by Professor Sieben- 
‘a mann in 1888 became a department of the State 
University in 1892. A complete in-door department was 
added in 1896, and the entire service was placed in charge 
of the founder and two paid assistants. During the year of 
1898, 5972 consultations were given in the out-door depart- 


ment to 1365 patients. Of 1073 ear patients 28.27 = 303 
suffered from diseases of the external ear; 61.07 = 655 from 
diseases of the middle ear, of whom 36 had acute purulent 
middle-ear disease with cholesteatoma; 4 acute cases were 
complicated with epidural abscess when operated ; 24 were 
operated for cholesteatoma; 10.7 = 115 had diseases of the 
inner ear. Of 274 cases of disease of the nose and accessory 
cavities, 14 had empyema of the maxillary sinus, 7 of the 
frontal sinus, and 1 case had bony atresia of the choane. 
The mouth was affected in 16 cases; in 262 the pharynx; in 
142 the larynx and trachea. 

In the out-door department, 15 minor operations were per- 
formed on the ear, 37 on the nose, 61 on the mouth and 
pharynx. 

Of 152 patients in the hospital department, 76 cases were 
discharged as cured, 36 transferred to the out-door depart- 
ment, 2 to other departments. Sixteen were discharged 
improved, 12 not improved. Most of these were patients 


= 
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with diseases of the inner ear, tuberculosis of the larynx and 
lungs, or other incurable conditions. Three patients died, 7 
remained in hospital. One hundred and five patients were 
admitted for ear diseases, of whom Io had acute purulent 
middle-ear disease with mastoiditis, 2 with epidural abscess, 
2 with perisinusitis. The complications of chronic purulent 
middle-ear disease were epidural abscess in I case, sinus- 
phlebitis in I case, and cholesteatoma in 17 cases. Thirty- 
six of the admitted patients had nasal disease, 34 pharyngeal, 
11 laryngeal, and 2 other diseases. 

In 9 out of 39 ear operations a simple mastoid operation 
was performed, in 17 Zaufal’s operation was made, in 4 the 
cranium was trephined. Eighty-four operations were per- 
formed in the nose, mouth, and pharynx. Of 152 cases 
admitted, 63 suffered from purulent middle-ear disease, and 
of these 44 were chronic. Most of the remaining I9 acute 
cases were complicated by mastoid involvement, 2 by epi- 
dural abscess, and 1 by sinus-thrombosis. This case and 2 
others with fatal issue will be referred to later. Nearly one 
half (48 per cent.) of the acute cases with mastoid complica- 
tions were cured without operation. Absolute rest, polit- 
zeration, ice applications to the mastoid, and thorough 
irrigation with boric-acid solution twice daily sufficed to 
bring about a cure and a preservation of the function of 
hearing in cases with moderate mastoid swelling, pain on 
pressure over antrum, and intense and persisting ear pain for 
some days or nights. In g cases Schwartz’s operation had to 
be performed ; among them were 2 cases of epidural abscess, 
which necessitated trephining of the middle cerebral fossa. 

Conservative methods of treatment were tried in all 
chronic cases which presented no indications for immediate 
operation. In the simple cases with sufficient drainage in 
the lower part of the drum and without destruction in its 
upper posterior margin or Shrapnell’s membrane, which indi- 
cated disease of the attic, aditus, or antrum, thorough and 
persistent treatment on the principles of Bezold proved 
usually successful. In those cases in which the adjoining 
cavities participate in the production of the purulent dis- 
charge, the proper use of Hartmann’s middle-ear canula, with 
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careful subsequent drying of the middle ear, was of invalu- 
able service in the treatment. This can always be accom- 
plished, except in children and excessively sensitive patients, 
if a properly selected canula is used with due care and skill. 
The moisture remaining in the antrum should be expelled 
by inflation of air through the canula, and what little may 
remain on the mucous membrane is absorbed by the hygro- 
scopic boric-acid powder. If the treatment is carried out in 
this manner, retention of secretion as a consequence of the 
inflation of boric acid never occurs, and where it has been 
observed, it was certainly due to the lack of recognition and 
proper treatment of the diseased adjoining cavities. The 
cholesteatomatous cases were treated whenever possible in a 
similar manner. In these cases salicylic acid was added 
to the boric acid. The results obtained by the described 
methods were quite satisfactory and observed not less than 
one year; 52.5 % of the uncomplicated cases were cured, I0.I 
% had relapses or remained stationary, in 37.4 % the result 
is unknown. In no case arose any indication for operation. 
Of 9 cases complicated with polypoid formation 44.4 % = 
4 were cured, II.1 4 = I remained stationary, 11.2 4 = 1 
was operated upon and cured, and in 33.3 4 = 3 the result 
is unknown. Five-sixths of the patients affected with 
chronic middle-ear discharge without cholesteatoma, in 
whom the result has been observed for over a year, remained 
cured. This result may be regarded as satisfactory if we 
consider the difficulties to properly treat the class of patients 
which frequents the department. Some of the relapses were 
due to diving. Other cases, which did not yield to treat- 
ment, had a characteristic mucoid discharge, an entire loss 
of the drum and ossicles, and a sufficiently large aditus to 
permit of easy and ample irrigation with the antrum canula, 
There is a marked persistency of this peculiar discharge and 
a lack of tendency to heal by epidermization. The constitu- 
tional anomalous condition of these patients was evidenced by 
catarrhal inflammations of other mucous membranes, which 
resisted alltreatment. These cases, with usually quite patent 
Eustachian tubes, present an unfavorable prognosis for opera- 
tion as well. They show, however, little or no tendency to 
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bone involvement, and with proper cleansing, as a rule, do 
not imperil the patient’s life. General invigorating measurés 
are here especially indicated. 

The conservative treatment in the cases with cholestea- 
toma was less satisfactory: 33.3 4 = 12 remained cured for 
more than one year, 30.6 4 = II were operated upon, 8.3 
% = 3 refused operation, in 27.8 4 = 10 the result is un- 
known. After one month of persistent but ineffective treat- 
ment, the operation is advised. The condition of the drum 
and ossicles determines the extent and method of operation. 
If they are present, and the hearing is fair, they are not dis- 
turbed, and the aditus is exposed only to near its tympanic 
orifice, in order not to deprive the short process of the incus 
of its support. Isolated chronic caries of the ossicles is, 
except in tuberculosis, a rare condition, and macroscopic 
defects of the malleus and incus are analogous to the con- 
ditions of the bony surroundings, and like them due to a 
rarefying ostitis induced by the excessive irritation of the 
mucous membrane from the products of decomposition. 
The removal of the discharge by the establishment of free 
drainage suffices usually to limit the process of bone resorp- 
tion. This may even be accomplished by the removal of 
the ossicles alone, but to the great detriment of the function 
of the organ. The reported results of improved hearing 
after ossiculectomy are due to the subsidence of the inflam- 
matory conditions, especially about the fenestrum ovale and 
articulation of the stapes. The conservative radical opera- 
tion, which does not disturb the ossicles and remaining part 
of the drum, is the more serviceable procedure for the patient, 
as it cures his chronic discharge and preserves the greatest 
possible amount of the function of hearing. These restric- 
tions are not observed where the ossicles are missing. The 
usual methods are in these cases adhered to. 

Siebenmann described his method of operation in cholestea- 
toma in the Zettschr. f. Ohrenheilk., Bd. xxxiii., part 2. He 
emphasizes that “he guards especially against scraping the 
bone smooth.” The histological examination of the choles- 
teatomatous matrix shows at all places a tissue like the rete 
Malpighii, which forms later a desirable substratum for the 
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epidermal covering. Twoto four deep catgut sutures unite the 
upper and lower angles of the wound, and hold the upper and 
lower flap and the soft parts in their respective places. For 
superficial sutures silver wire is used. The retro-auricular 
wound is closed at once as the large opening permits perfect 
supervision. The cavity is tamponed with iodoform gauze, 
which fastens the outer flap to the posterior wall, unless this 
flap has been previously stitched to the upper and lower 
flap. The cavity is tamponed loosely and the first dressing 
is changed after 3-5 days. Afterthis the dressing is changed, 
according to the amount of discharge, once or twice daily 
with careful cleansing of the cavity. 

The daily change of the dressing is an all-important factor 
in the remarkably short time of the healing process. The 
patient is permitted to leave the bed after the second dress- 
ing, in normal cases. After a week a Hartmann’s cover- 
cloth is substituted for the bandage; after a month the 
patient is usually transferred to the out-door department. 
In 14 cases out of 17 operated upon, cholesteatoma was pres- 
ent. In 2 cases the cholesteatomatous process was not 
previously diagnosed. The horny metaplasia was imperfect 
in these cases and could only be recognized by microscopic 
examination. The syringing with the antrum canula dis- 
lodged at no time characteristic lamellz, but always some 
foetid fluid discharge and some mucus. The hearing im- 
proved in many cases and in no case has the hearing become 
more impaired. The average duration of healing process to 
complete epidermization was 41.1 days. A closure of the 
aditus and relapse may occur in the cases where the anterior 
portion of the aditus was left standing. The usual treat- 
ment is indicated in these instances and the apparently 
callous exudate subsides in twelve to eighteen months. The 
preservation of the hearing function fully repays for the 
trouble caused by the disturbance in healing from this source. 
Cicatricial narrowing or occlusion in the depth of the canal 
has not been observed. Retrogressive changes in the bony 
walls have produced in some instances cavities of greater 
proportions than the operative procedure. This has occurred 
especially in the region of the aditus and antrum, which 
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seemed to expand in a lateral and backward direction. Ne- 
crosis of the flaps or perichondritis did not occur. 

The first of the three fatal cases was a child two years old 
who had been admitted with otitis med. diphtheritica, sinus- 
thrombosis, and pyemia. Complete facial paralysis and left 
pulmonary dulness existed on admission. The veins of the 
fundus of the eye were somewhat tortuous and dilated. 
Swelling and cedema of the left mastoid region. No sinking 
of the roof of the canal, a stripe of granulating tissue on the 
edge of tympanum, drum absent, diphtheritic exudate 
covered the mucous membrane of the middle ear. The op- 
eration uncovered a subperiosteal abscess; a fistula near the 
mastoid tip led toa perisinuous pusaccumulation. The sinus 
was filled with sanguineo-purulent matter. After the opera- 
tion the child developed muscular and articular metastatic 
abscesses and died after three weeks with pulmonary compli- 
cations. The bacteriological examination of the pus showed 
intercellular diplo- and streptococci, with the peculiarities of 
the diplococcus intercellul. meningit. 

Anatomical diagnosis: Sinus-thrombosis, otitis media 
diphtheritica, pyzmia, empyema on both sides, broncho- 
pneumonia of both lower lobes, infarcts of the lungs, mul- 
tiple abscesses, enlarged spleen, enteritis. The sigmoid 
and transverse sinus form a solid cord, with greatly thick- 
ened walls and are filled with detritus and tense fatty masses. 
The thrombus extends through the jugular bulb far into the 
vein. The soft parts under the floor of external meatus are 
infiltrated. Wound of operation covered with pale thin 
granulations. Drum membrane absent, malleus and stapes 
enclosed in cicatricial tissue, which occludes the aditus and 
antrum. 

Remarks: The condition of the patient warranted a very 
unfavorable prognosis. The ligation of the jugular might 
have been of use, according to Koerner’s teaching. The 
sinus-thrombosis was due to the perisinuous pus accumulation 
and the facial paralysis to the compression of the nerve 
trunk by the infiltrated soft parts below the external auditory 


meatus. 
The second fatal case was a child three years old with 
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chr. purulent otitis media of the right ear, sinus-thrombosis, 
epidural abscess, pyemia. The badly nourished patient had 
intermittent ear-discharges, which had entirely ceased, until 
a violent recent recurrence with fever. When admitted the 
patient had a temperature of 104°, a fast pulse, and some 
albuminuria; the right concha was pushed forward by a 
fluctuating swelling over the mastoid which reached to the 
occiput. Foetid ear-discharge, narrowing of canal from 
above, fistula in upper-posterior part of the canal near the 
drum, which could not be seen. 

The incision permits the escape of copious pus from two 
fine fistulous tracks in the squamous portion of the temporal 
bone I cm above the temporal line. The discolored bone 
extends to the upper posterior wall of the antrum, which is 
filled with cedematous membrane. A shallow abscess-cavity 
exists between this diseased bone and the granulating dura. 
No communication could be traced to the mastoid antrum. 
On day after operation, chill; temperature 104$°; chills on 
third and fourth days after operation; on fifth day, paretic 
condition of left arm. On sixth day, second operation, dur- 
ing which the sinus was freely opened, the bone defect en- 
larged, and the dura incised. Paralysis of the second lower 
branches of the facial was noted toward the end of the oper- 
ation. Patient died the same day. 

Anatomical diagnosis: Thrombo-phlebitis sinus dextr., 
osteomyelitis ossis temp. dextr., abscess in upper lobe of left 
lung, metastatic abscess in right acromio-clavicular joint. 
The sinus transversus is lined with a grayish deposit. The 
jugular vein is of diseased appearance to its lower third. 
The superimposed glands are enlarged. The petrosal sinuses 
are free. Small perforations in the drum. Lining of the mid- 
dle ear inflamed. 

Remarks: The chills and characteristic temperature and 
the implication of the lung left no doubt as to the diagnosis 
in this case, in which no indications of serious complications 
were present at the time of the first operation. The sinus- 
thrombosis was caused by direct contact with purulently in- 
filtrated bone. The autopsy did not clear up the cause of 
the paresis of the arm and lower branches of the facial nerve. 
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In extensive disease of the bone the recommendation of 
Lane always to investigate the sinus should be heeded. 

The third fatal case was a boy five years old with acute 
right purulent middle-ear and mastoid inflammation and 
gastro-enteritis. When admitted he had earache for two days 
on right side without discharge, diarrhoea, and fever. He 
developed mastoid inflammation, slight ear-discharge, deep 
mastoid fluctuation. He was operated upon, granulations 
were removed and the cavity cleansed. The healing process 
took a normal course. The child died twelve days after the 
operation with dyspnceic symptoms. _ 

Anatomical diagnosis: Gastro-enteritis, parenchymatous 
nephritis, endocarditis verrucos. mitr., operated right mid- 
dle-ear disease. The examination of the middle ear showed 
the conditions of receding inflammation. 

Remarks: The operation on the ear did not relieve the 
intestinal symptoms, which remained and resulted in the 
death of the child. The condition of the ear showed itself 
clinically and histologically in the process of healing. The 
coverings and the blood-vessels of the brain were in normal 
condition. 

In twenty-six patients, adenoids were removed with Sieben- 
mann’s modification of Gottstein’s curette, bromide of 
ethyl being used as an anesthetic with much satisfaction. 
The patients were kept in bed for two or three days, during 
which fever occurred in some of the cases. 

Swelling of all the lymphatic glands, and especially of those 
of Waldeyer’s ring, was observed in a patient, who died two 
months afterward. They were diagnosed as lympho-sarco- 
matous glands. A case of primary tonsillar carcinoma with 
persistent bleeding as its most prominent symptom was 
observed. These cases will form the subject of special 
reports. 

Siebenmann’s view on the etiology of rhinitis atrophicans 
foetida (ozzna) (Meisser, Arch. f. Laryngol., vol. 3; Sieben- 
mann, Wiener med. Wochensch. 1899, No. 2) found fresh 
support in a case which was referred to the institution with 
the diagnosis of chr. empyema of the right maxillary and 
sphenoidal sinuses. _ The patient had a deviation of the 
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septum toward the left side, which was narrow, but other- 
wise normal. The right side was abnormally large, the 
inferior turbinal small, the middle turbinal somewhat en- 
larged and covered with crusts. An exploratory puncture 
of the right maxillary sinus proved it to be free of accumu- 
lation. The condition of the nose and an existing laryngo- 
trachitis sicca yielded to appropriate treatment. The ab- 
normally large lumen of the nose permitted the formation of 
crusts and foetor on the metaplastic mucous membrane of 
the right side, but on the left side the narrowing prevented 
these symptoms. Metaplasia of the mucous membrane con- 
comitant with abnormal largeness of the nasal passage form 
the principal factors in the manifestation of ozzna. 

The differential diagnosis between rhinitis atrophicans 
foetida and rhinitis sicca non-foetida is at times difficult 
on clinical examination. We see in the latter usually thin 
crusts which are only occasionally foetid, limited to the an- 
terior end of the middle turbinal. The nasal lumen is not 
increased or markedly atrophic. This trouble occurs mostly 
in leptoprosopic heads. This condition is frequently mis- 
taken for suppuration of accessory cavities. The micro- 
scopic examination of a small section of the mucous 
membrane of the middle turbinal solves every doubt in the 
diagnosis of these cases by showing usually an extensive and 
marked metaplasia of the epithelium. While in these cases 
curative treatment is of no avail, the correct diagnosis may 
save the patient from useless operative interference. Hy- 
pertrophies on the lower border of the inferior turbinal are 
usually removed with the scissors devised for this purpose by 
Heyman. The removal is accomplished painlessly in one 
sitting and the bleeding is never alarming. A moist gauze 
tampon is introduced and compressed in the lower meatus 
and left in position for four days. 

Siebenmann’s new method of operation for empyema of 
the maxillary sinus (M/dénch. med. Wochensch. Jan., 1900, 
No. 1, p. 31) will be further elucidated in a future inaugural 
dissertation. 

For the treatment of lupus of the wing of the nose, 
Hebra’s modification of Cosmi’s corrosive paste is used ; to 
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which orthoform for the relief of pain may be added. It 
consists of ars. alb. I. 0; cinnabaris fact. 3. 0; ung. emollient. 
24.0. It should be left for three days and the resulting 
ulceration should be treated with some simple ointment. 
It is advisable to apply this paste two or three times. To 
lupus of the nasal mucous membrane a paste of salicylic 
acid 5% and creosote 5% is applied after removal of the 
diseased tissue. It is applied on a tampon twice daily for 
several months until the diseased tissue is replaced by 
cicatricial tissue which will not permit the penetration of a 
carefully applied probe. 





OTITIC ABSCESS OF THE TEMPORAL LOBE. 







By Dr. HERMAN PREYSING, BresLau. 





Translated by Dr. O. JoAcHIM, New Orleans, La. 


HE following case gave me the opportunity of examin- 
t ing a brain abscess at post-mortem with especial re- 
gard to its exact anatomical relations. The clinical history 
is also not without interest. 







Mrs. M., twenty-five years old, was admitted to the hospital in 
an unconscious condition. Beyond a right chronic otorrheea of 
many years’ standing the patient had never been ill. Ear had 
ceased to discharge of late years. For the past three weeks, she 
had suffered with intense headache, on the right side more than 
on the left, and was compelled off and on to keep to her bed. 
Vomiting occurred once at the beginning of the attack. She had 
no chill, no fever, no spasms or paralysis ; she was able to open the 
right eye the day before admission, and move the head and limbs. 
Became unconscious on the way to the hospital. 

On admission patient was comatose. Temp. 37.3°; pulse 80, 
small and soft ; respirations 20 and regular; urine normal. She 
reacted to pricking with a pin and opened her eyes at times vol- 
untarily, Right partial ptosis. Right pupil extremely dilated 
and fixed. Left pupil, medium, reacted to light. Right eye 
turned out and down. Patient could not protrude the tongue. 
The two lower branches of the left facial nerve showed decidedly 
lessened reaction. Active movement of right arm and leg pre- 
served. Movements of left arm and leg much restricted, Right 
arm and leg when raised fell back slowly, the left arm and leg 
quickly. The right arm and leg only responded to pricking. 
Paralysis was most pronounced in the arm, somewhat less in the 
leg, and least in the face. Reflexes : Conjunctival—increased. 
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Masseter—not discernible. Radial and ulnar — weak but equal. 
Abdominal—weak and equal. Patellar—fairly strong and equal. 
Foot clonus— marked. Plantar reflex—weak. Tibial reflex— 
weak. Mechanical muscular reaction — moderate. Vasomotor 
reaction—active. Sensibility was intact equally on right and left 
side. Retention of urine; bowels constipated ; no nourishment 
taken. 

In right ear, inspissated pus and granulations were visible. 
Left ear normal. Mastoid processes normal. No optic neuritis. 
No resistance on passive motion or rotation of head. Percussion 
of cranium elicited no special sensitiveness. No tenderness over 
spinal column. The abdomen was not retracted. Patient died 
on the following night with increasing coma and abolition of 
reflexes. 

Autopsy: The left pleural cavity communicated with the stom- 
ach by a large aperture in the diaphragm and contained a litre of 
coffee-ground fluid and many large floating fat drops. The pleura 
over the lower lobe and the diaphragm and stomach about the 
perforation, softened and digested. Heart normal; spleen en- 
larged. Lungs showed evidence of tracheitis and bronchitis. 
Uterus contained an embryo of 8 mm length. 


Brain.—On sawing the skull the dura was injured and an 
excessive quantity of cloudy serous fluid escaped. A super- 
ficial injury to the right temporal lobe at the same time gave 
exit to a quantity of foetid, thick, yellowish-green pus. Ac- 
cording to our custom in brain cases (apoplexies, tumors, 
abscesses), the calvarium was not elevated but the meninges 
and brain were divided by a brain knife in the plane of the 
bone section.’ 

An abscess cavity filled with thick foetid, green pus, of the 
size of an egg, was found in the right temporal lobe. The 
wall of the cavity was composed of a granular grayish-green 
tissue, which in turn was surrounded by a firm reddish area 
representing the capsule of the abscess. The surrounding 
brain substance was discolored yellow and softened and 





' The entire upper half of the skull is then slid back and quickly turned over. 
The section passes above the corpus callosum, through the central ganglia and 
the lateral ventricles, and gives an excellent outline picture. The entire upper 
half can then be hardened for microscopic purposes without altering the rela- 
tion of the parts. The lower part is removed as usual and can be placed in 
exact apposition to the upper half if desired. 
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extended into the frontal and occipital lobes. The volume 
of the right hemisphere was enlarged and the cortex of the 
temporal lobe in the neighborhood of the abscess appeared 
cloudy and contracted. The structures of the thalamen- 
cephalon on the right side were enlarged, undefined, and 
clouded. The median line was displaced markedly to the 
ieft, and the right lateral ventricle was compressed. The 
posterior horn was displaced inward and forward, and sepa- 
rated from the capsule of the abscess at the thinnest part by 
a layer of tissue 2 mm broad. There was a hemorrhagic 
area, 12 x 2 x 4 mm, in the right crus cerebri near the 
pons, surrounded by a narrow yellowish zone antero-pos- 
teriorly ; this area extended from the crusta of the right crus 
to the division between the fourth ventricle and the aque- 
duct of Sylvius. The lateral ventricle of the left side and 
the subdural space contained an increased quantity of cloudy 
cerebro-spinal fluid. The pia mater over the convexity was 
smooth and not clouded. The convolutions were flattened 
and those of the right temporal lobe nearly obliterated. 
The sinuses were free. The inferior surface of the right 
temporal lobe was adherent to the dura at a point corre- 
sponding to the tegmen tympani. At this place the dura was 
discolored, greenish-black. The abscess became enlarged 
downward; there was a distinct extension or recess in the 
wall over the discolored area of dura. 

Temporal bone : The lower surface of discolored dura was 
covered with dirty red granulations directly on the tegmen 
antri, which showed a defect as large as a pea. The antrum 
and posterior half of the tympanum were filled with granu- 
lations and pus. A polyp projected through Shrapnell’s mem- 
brane into the canal. The drumhead was thickened and 
adherent to the promontorium. Carious spots were found on 
the malleus ; the incus was missing, and the stapes embedded 
in granulations. The mastoid cells were partly obliterated, 
partly diminished in size, filled with cholesteatomatous 
masses and granulations. The bone was sclerosed and dis- 
colored around the defect. 

The microscopic examination of the tissues surrounding 
the abscess revealed the usual conditions. The thinnest 
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portion of the abscess wall where it was contiguous to the 
tegmen was made up solely of young connective tissue. 
The dura was thickened at this place and showed an in- 
creased vascular supply. The connective-tissue lamellz 
were forced apart by blood and round-celled infiltration. 
The endothelium was hypertrophied. A broad layer of 
granulation tissue lined the lower surface. 

Pus found in the abscess, in the granulating masses, and 
in the cerebro-spinal fluid contained the diplococcus lanceo-. 
latus. Examination of the tissue specimens revealed the 
presence of diplococci in the upper and lateral walls of the 
abscess, but none were found in the inflammatory zone nor 
in the dura itself. They were, however, plentiful in the 
granulating surface of the dura, especially in the parts next 
to the bone. 

The clinical symptoms in conjunction with the anatomi- 
cal data permit the consideration of three stages in this mor- 
bid process. 

I. The stage of primary ear disease and latent develop- 
ment of the brain abscess; long-standing otorrhcea, forma- 
tion of granulations, perforation of the tegmen antri, localized 
pachymeningitis, and abscess formation. This latent condi- 
tion was interrupted by the onset of the II. stage, character- 
ized by intense pain in the ear and head on the right side, a 
serous leptomeningitis, presumably arising from the pachy- 
meningitis. There were no localizing symptoms. ‘he begin- 
ning of the III. stage occurred on the way to the hospital. 
Unconsciousness, paralyses of the arm, leg, and face and of 
the right oculomotor suddenly set in. This group of symp- 
toms can only be explained by a recent hemorrhage into the 
right crus. The intense serous leptomeningitis must be 
regarded as the principal cause of death. 

The absence of optic neuritis is a confirmation of the well- 
known rule that optic neuritis is observed in tumors but not 
in abscesses of the brain. A definite diagnosis was not pos- 
sible before the onset of the paralyses. At the same time 
the existence of severe head and ear symptoms for three 
weeks in the presence of an old suppurative otitis demanded 
radical intervention. 
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Finally, as to the question whether from its locality the 
abscess should have been approached in a direct or indirect 
way, it may be stated that our case suggests the following 
course of procedure: first, the radical operation with expo- 
sure of both cranial fossz ; then, if the sigmoid sinus is free, 
as it was in our case, puncture of the temporal lobe, not in 
an inward direction, but directly upward from the tegmen. 





THREE CASES OPERATED UPON FOR OTITIC 
ABSCESS OF THE TEMPORAL LOBE, 
WITH FATAL RESULT.’ 


By Dr. F. ROPKE, or SoLinceEN. 


Translated and Abridged by Dr. Epw1n M. Cox, New York. 


Case 1.—R. S., aged eighteen years and six months, consulted 
me March 18, 1900. He is partially deaf, speaks badly, and has 
the appearance of one who is mentally deficient. He was accom- 
panied by his brother-in-law, who says that the patient has been 
partially deaf since childhood, and has had discharge from both 
ears. He has recently complained of pain in the left ear, which 
has at times been very severe. The patient is pale, fairly well 
nourished, has a slight left facial paralysis, but no swelling of the 
mastoid or jugular region. Percussion of the left side of the 
cranium does not seem painful. His tongue is coated, and breath 
foul. The right auditory canal is full of pus and cholesteatoma 
masses, and there is a defect in its posterior wall. The left canal 
is red and much swollen, and contains the same sort of material 
as the right. The discharge is very foul. Patient’s temperature, 
38.0° C.; pulse, 72. Immediate operation was not consented to, 
and the patient went away, returning in two days with a more 
intelligent member of his family, who said that he had been un- 
successful at school on account of bad hearing, and for six months 
had complained of headache, and had frequently had marked 
convulsive movements of the face. At present nothing further 
can be got from the patient himself. He was admitted to the 
hospital, and on March 22d a bilateral operation was done. 
There was cholesteatoma in the middle ear and in the mastoid 
cells on each side. No opening could be found in the tegmen 
tympani on either side. During the next few days the pain on the 
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left side did not cease, but rather extended to the left eye. No 
appetite, constipation, temperature and pulse about normal. 

March 26th—In the morning there were marked convulsive 
movements of the face on the right side, later involving the arm. 
Patient held his ear and cried, using the wrong word, but when 
corrected was able to repeat “ Ohr” properly. Slight hyperzemia 
of left papilla ; temperature, 38.2° at night ; pulse, 70. 

Next day, operation disclosed an extradural abscess over the 
tegmen tympani, the wall of which was very thin. Pus very foul. 
Dura covered with granulations, no pulsation, and in it a fistula 
leading into an abscess cavity in the temporal lobe. This con- 
tained about 100 cc of foul pus and disorganized brain matter. 
Cavity packed. Temperature, 38.1°. Next day patient felt better, 
and did not complain. Paraphasia persists; says “ Antel” for 
“Onkel,” etc. Next day abscess washed out, speech disturbance 
persists ; no convulsions. 

April 1st.—Dressing daily ; does not drain well. Paraphasia 
and amnesic aphasia. Temperature and pulse about normal. 

April 7th.—Convulsions of whole right side; pain in eye and 
upper teeth ; drain found plugged. Next morning much better. 
During the next week the patient developed an enormous appe- 
tite, and his speech difficulties persisted. Whenever the drain 
was blocked, convulsions occurred. Morphine used. Progressive 
emaciation. 

April 20th—Granulations scraped away, and several offshoots 
of the abscess cavity laid bare. Patient developed a condition of 
unconsciousness, and died on May 12th in coma. 

Autopsy, May 13¢4 —Brain removed. Dura nowhere adherent; 
covered with granulations in the region of the abscess. Pus in 
space between dura and pia all over left hemisphere. The left 
temporal lobe is almost entirely destroyed by the abscess, and 
what remains is disorganized. There is no abscess wall. The 
left hemisphere is very anemic. The apex of the pyramidal por- 
tion of the left temporal bone is roughened, dark gray in color, 
and somewhat softened. 


Remarks.—The fact that this patient was deaf prevented 
a good history from being obtained. The sister told of the 
headaches and the convulsive movements of the face during 
a period of six months, which to my mind indicated the de- 
velopment of the brain abscess. It was not easy to say 
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on which side the intracranial trouble lay, because there had 
been discharge from both ears for years. The left-sided 
facial paralysis seemed to depend on retention of pus on that 
side and consequent pressure in the middle ear, and since the 
subjective symptoms were on the left side it seemed proba- 
ble that any intracranial suppuration would be on the left 
side also. Since the pain in the left ear, eye, and teeth did 
not improve after operation, and since focal symptoms (para- 
phasia and right-sided convulsions) were observed, the mid- 
dle cranial fossa was opened and the extradural abscess 
discovered. After this the prognosis was very unfavorable, 
since the suppuration in the brain did not cease. The pus 
was so offensive that very frequent changes of dressing were 
necessary. The occurrence of meningitis can be dated from 
April 21st, the day of the last operation, and its protracted 
course can be attributed to the fact that only the left cere- 
bral hemisphere was involved. The neuralgic manifesta- 
tions were noteworthy and explained by the autopsy. The 
previously mentioned carious area at the apex of the petrous 
portion of the temporal had no immediate connection with 
the primary focus of disease, and the caries seemed to have 
been caused by pressure from the abscess, which acted in the 
same way upon the Gasserian ganglion. This trigeminal 
neuralgia is mentioned by Barker in one case (British Medt- 
cal Fournal, 1888, vol. i.), which recovered, but with occa- 
sional attacks of neuralgia afterwards. 

Scheir and S. Paget have observed abnormal appetite in 
cases of abscess of the temporal lobe, and the latter has 
noted (Lancet, May 16, 1891) five cases of bulimia after 
cranial injuries and concussion. He has also described four- 
teen similar cases (Zransactions Clinical Soctety London, vol. 


XXx., 1897). 


Case 2.—F. H. Man, et. thirty-six, recommended for opera- 
tion April 7, 1900. Has had purulent discharge from right ear 
since childhood, but without much annoyance until three weeks 
ago. At that time the discharge stopped and he began to have a 
dull pain in the right side of his head. Five days ago the patient 
woke with severe headache, dizziness, nausea, and a temperature 
of 39°. The headache was right-sided. Patient is dull, the right 
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auditory canal is swollen, and full of foul pus and cholesteatoma 
masses. There is no pain, oedema, or tenderness in the mastoid 
region. Parietal region on right side very painful on percussion. 
Slight right facial paralysis. Fundus oculi normal. Tendon 
reflexes normal. 

Operation on the same afternoon. Antrum diminished in 
size, sclerotic, and like the aditus and attic filled with pus and 
cholesteatoma. Necrosis of promontory. No opening in the 
bone either in the tegmen tympani or in the region of the sinus 
transversus could be found, therefore the cranial cavity was not 
invaded. Next morning, felt better, afternoon temperature 38.8°, 
pulse only 65. Patient felt somewhat better for a week, but on the 
night of April 14th had pain in right side of head, vomited, and 
pulse rose to 84, temperature 39.5°. Tegmen tympani was opened 
and the greenish, non-pulsating dura exposed, from a fistula in 
which foul pus was escaping. Opening was freely enlarged and 
the abscess drained and washed out. Next day no headache, and 
thereafter slow improvement, and after a period of three weeks 
the patient left his bed, with a small fistulous tract leading to the 
remnant of the abscess cavity. May 25th: patient began to have 
headache and was dizzy. Hemorrhage of unknown origin from 
fistula. June 1st: vomiting, great dizziness, and in the evening 
unconsciousness. Next day better, no fever, pain in right eye. 

June 8th, Granulations scraped away, and region of abscess ex- 
posed. No pus. 

June t1oth, Sudden coma, rise of temperature, and death. 

Autopsy next day: dura nowhere adherent, right convolutions 
somewhat flattened, nothing abnormal in the lateral sinus. No 
pus between dura and pia, none in the abscess cavity, no abscess 
wall, whole right hemisphere anemic ; brain substance in neigh- 
borhood of abscess, softened ; in upper part of cavity there is a 
fresh blood-clot. In the occipital lobe there is a canal a centi- 
metre in length leading into a second abscess the size of a walnut 
and full of thick green pus. Sections showed that the corpus 
striatum was full of minute hemorrhages, without any other 
changes in the vicinity. The whole antero-superior surface of the 
petrous portion is discolored, carious, and soft. Over the canalis 
musculo-tubarius there are several defects in the bone. Cochlea 
almost entirely necrotic. 


Remarks: We may consider this case one of acute temporal 
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lobe abscess; the beginning may be put before admission to 
the hospital, at least the sudden fever and pain indicate this. 
On admission it was pretty certain that there was an intra- 
cranial complication, but even after the first operation there 
did not seem to be sufficient warrant for opening the cranial 
fossa, especially since no opening or defect could be discov- 
ered leading into the cranial cavity. Since there was no 
permanent improvement after the first operation the second 
was of course indicated. The localization of the pain and the 
tenderness in the parietal region indicated the middle cranial 
fossa; the facial paralysis and the dizziness were considered 
to be due to the primary focus of disease and to the necrosis 
of the promontory. The after-treatment was complicated by 
the incomplete destruction of the primary focus and by the 
slow separation of the necrosing cochlea. The exuberant 
granulations in the neighborhood of this part made it diffi- 
cult to examine and keep clean the field of operation, and 
assisted re-infection. The dizziness and headache can ap- 
parently be referred to the early involvement of the cochlea. 
When I saw the patient on June 7th after my absence, there 
was apparently a new abscess formation, but the last opera- 
tion did not disclose the secondary abscess in the occipi- 
tal lobe, though the local conditions were seen to be very 
unfavorable. The direct cause of death seems to have been 
the hemorrhage into the corpus striatum, probably due to a 
pathological change in the walls of the vessels. No micro- 
scopic examination was made. There was no syphilitic his- 
tory to account for the vascular change, and nothing in the 
gross anatomy of the brain. The pain in the right eye oc- 
curring late can be attributed to pressure upon the Gasse- 
rian ganglion. The autopsy in this and the preceding case 
made it surprising that trigeminal neuralgia is not more often 
observed in cases of abscess of the temporal lobe. 


Case 3.—Child zt. two and a half. Treated by Kronenberg, 
whom I have to thank for the preliminary history. July 9, 1897, 
child sick eight days ; for two or three days swelling behind ear, 
discharge from ear for one day. ‘Temperature 39.8°. Operation 
showed pus in middle ear, antrum, under periosteum, bone very 
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soft, malleus loose in granulations. No communication with 
cranial cavity. Patient was taken home and did not receive 
proper care. Wound healed badly, and several small sequestra 
were removed from time to time. In the middle of September 
there was partial paralysis of the right arm, which became worse, 
and, later, convulsions and choked disk occurred. Circumference 
of head increased. Diagnosis: “ Cerebral abscess.” 

November 1oth.—When I first saw the child there was paralysis 
of right arm and leg, and a foul granulating wound in the left 
mastoid region. Left pupil contracted ; bilateral choked disk. 

Operation, November 11th.—No communication between origi- 
nal wound and the cranial cavity can be found. Tegmen tym- 
pani chiselled away and the tense unpulsating dura exposed. This 
was opened and an abscess immediately found at a depth of 14 cm 
and emptied. Pus foul and under high tension. Cavity washed 
and drained. Amount of pus was fully 250¢c. Next day profuse 
discharge ; convulsions, coma, and death next day after this with 
high temperature and rapid pulse. No autopsy. 


Remarks.—It is very extraordinary that there should 
have been such a large abscess without breaking into the 
meninges or the ventricles. Death seems to have been has- 


tened by the operation, though in exactly what way is not 


clear. 





REPORT OF THE MEETING OF THE NEW YORK 
OTOLOGICAL SOCIETY OF NOVEMBER 27, Igoo. 


By H. A. ALDERTON, M.D., SECRETARY. 
PRESIDENT, DR. C. J. KIPP, IN THE CHAIR. 


Dr. T. PassMORE BERENS presented a case of acute mastoid- 
itis—lateral sinus thrombosis—removal of sinus, jugular 
vein—recovery. 

“V.T.,” age fourteen, came to the Manhattan Eye and Ear Hos- 
pital, April 14, 1900, with the history that he had had measles four 
weeks previously, with pain in and profuse discharge from the left 
ear fortwo weeks. The mastoid region was tender and cedematous. 
There was no pain or tenderness in the neck; the temperature 
was 984° F. The usual mastoid operation was attempted, but in 
the region of the mastoidantrum the skull was found extremely 
thin, not more than an eighth of an inch thick between the ex- 
ternal and internal tables. The antrum was wanting. One quarter 
of an inch behind the posterior wall of the canal the lateral sinus 
was encountered. Below the level of the floor of the external au- 
ditory canal the mastoid seemed of normal structure, but was full 
of pus. A very small fistula was found leading directly into the 
attic. This, with the attic, was laid open, and the attic curetted. 
The curetting brought away a necrosed malleus and incus with 
much granulation tissue. The wound was packed with sterilized 
gauze, and the patient put to bed. He suffered considerable 
shock, and the next day his temperature rose, without chill, to 
105%° F., but began soon to fall, and this condition was looked on 
as a reaction from the shock of the operation. The next day, 
April 16th, the temperature rising to 104%° F., the exposed sinus 
was punctured without ether, and found to contain pus. There 
was no tenderness in the neck. Under ether the lateral sinus was 
exposed and incised to the jugular bulb; pus only resulted from 
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the incision. The sinus was then further uncovered almost to the 
torcular before finding a normal condition. The outer wall of the 
sinus was then dissected off its whole exposed length. The bleed- 
ing end of the sinus was packed with sterilized gauze, and an in- 
cision was made from the lower end of the wound to the clavicle, 
and the jugular vein was removed from the bulb to an inch above 
the clavicle, where it was tied. ‘The jugular vein was completely 
collapsed to the point of entrance of the thyroid vein and con- 
tained but little blood below this. The jugular bulb was freed of 
blood clots and pus by curetting and syringing with sterile water. 
In making the dissection for the jugular vein the sterno-cleido- 
mastoid muscle was found to be unusually broad, so, instead of 
turning it aside, the muscle was split its whole length. The facial 
vein contained a short clot, and was tied off external to the clot. 
The thyroid vein was also tied. Deci-normal salt solution was in- 
fused into the abdominal tissues with good effect on the very poor 
pulse. The temperature fell to 100%° F., twelve hours after the 
operation, but for the four days following it was irregular, rising 
at times to 103° F. On the fifth day its highest mark was 101° F., 
and from then on, the temperature gradually fell to normal. Two 
days following the patient had severe pain in the seat of the in- 
fusion of the salt solution into the abdominal tissues ; this resulted 
in an abscess—however, readily handled. ‘Two weeks after the 
operation a small superficial abscess (metastatic ?) developed just 
below the left internal ankle-joint, and two days later a similar 
abscess developed in the same location on the right foot. They 
both yielded readily and quickly to treatment by drainage and 
packing. ‘The patient was discharged from the hospital, May 21, 
1900, five weeks after the operation. A small superficial wound 
persisted in the mastoid region, and a few granulations persisted 
in places along the line of incision in the neck. The patient is 
before you for examination, and you will notice that the deformity 
is very slight 

Discussion—Dr. GRUENING: In this case of thrombosis of the 
lateral sinus, Dr. Berens mentioned that there were metastases in 
the foot and that they responded promptly to treatment. It is 
useful to state in such cases the nature of the metastatic process, 
and its exact location. To say that the metastasis was in the 
foot is not sufficient ; we should know whether the muscles, the 
tendons, the joints, etc., were affected, and what course of treat- 
ment led to the successful result. 
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Dr. BERENS stated that the metastasis was in the soft parts of 
the ankle and foot, having no connection with the joint. 

Dr. H. Knapp presented a boy, of sixteen years, whom he had 
operated on and treated for influenzal middle-ear suppura- 
tion, mastoid empyema, and epidural, posterior sub- 
periosteal and subsplenius abscesses. The patient had 
scrofulous glands in his neck in childhood. Feb. 28, 1900, he 
was attacked with grip, two weeks later with left-sided otorrhcea, 
and two weeks after that with mastoiditis. He came under treat- 
ment May 14, 1900, with a typical picture of tympano-mastoiditis 
suppurativa. Pulse go. Temp. 100.6°. Operated the same day. 
The whole mastoid was removed, the tip especially being totally 
carious and containing a large pus cavity, yet there was no pus in 
the digastric fossa, nor was the sterno-mastoid muscle infiltrated. 
There was an extensive extradural abscess, but the dura and sig- 
moid sinus appeared healthy and were not interfered with. ‘The 
mouth of the aditus ad antrum was exposed but, as the affection 
was acute, neither probed nor curetted. Gauze tamponing. 
Course of healing smooth. After nine days the temperature rose 
to 103° and the regions behind and above the mastoid were 
swollen. Deep incisions discovered two subperiosteal abscesses. 
The bone was bared and, being carious, curetted without penetrat- 
ing into the cranial cavity, as the inner table was firm and appeared 
healthy. Fever diminished at once, and patient did well, but in 
two weeks, at the beginning of June, the posterior lower occipital 
region, down the neck and toward the median line, swelled con- 
siderably and the temp. rose to 104°. June 5th, an incision was 
made from the lower end of the wound of the second operation 
down to the occipital bone and, lower down, through the whole 
thickness of the posterior muscles of the neck, making an incision 
in a straight line from the highest point of the second operation 
to the end point of the third, of 17 cm in length. A large pus 
cavity was detected and evacuated and its walls were curetted 
(subsplenius abscess). The extensive wound and a lateral exten- 
sion under the deep cervical muscles healed by tamponing with 
sterilized gauze, without counteropening and stitching. The ex- 
tensive gaps have gradually been converted into comparatively 
small scars. The patient was discharged from the hospital July 
9, 1900, and has had some slight disturbances in his general 
condition, but no relapse. His tympanic membrane, closed 
after the first operation, is now about normal in appearance, 
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and the patient repeats whispering voice almost at the normal 
distance. 

Discussion—Dr. Bacon asked if the wounds were drawn to- 
gether at all. 

Dr. Knapp: No, because there was too much caries. 

Dr. WHITING said Dr. Knapp’s case reminded him of a similar 
one where the extent of the wound was even more extensive. 

Dr. Emerson asked whether there was any specific element in 
the case. 

Dr. Knapp: No, but there is a suspicion of tuberculosis. 

Dr. F. WuirinG presented a small instrument which he called 
an encephaloscope. This instrument in shape was similar to 
an exaggerated ear-speculum. It was made of metal and was 
equipped with a handle attached at the margin in such position 
as to facilitate its introduction without interfering with the view 
of the brain which the instrument was designed to afford. A 
central obturator with a bulbous extremity projected for a short 
distance beyond the end of the instrument in such a manner as to 
prevent the laceration of the brain tissues when it should be intro- 
duced within it. The instrument was devised of metal rather 
than of glass, because difficulty was experienced in moulding a 
glass obturator so as to prevent laceration of the brain when the 
instrument was introduced ; the additional advantage of being 
able to see through the sides of the instrument and of being 
able to examine the surrounding brain tissue, which glass was 
supposed to afford, being found upon trial to be apparent rather 
than real. The purposes served by the instrument are facility 
for the introduction of gauze or other dressings into the abscess 
cavity and the ability to examine the interior of the abscess cavity 
and the walls of the fistulous tract leading to it. It serves, further- 
more, as a means for preventing inflammatory bands and adhe- 
sions forming between the sides of the track leading to the abscess ; 
enables the operator to remove any accumulations of pus within 
the abscess, either by cotton-tipped applicators or by careful irri- 
gation. The view of the bottom of the abscess which is afforded 
is exceedingly satisfactory and easily obtained. The instrument 
is made in two sizes with models differing as to diameter only. 
A full description of the instrument and the purposes which it is 
intended to serve will be presented in the next number of the 
ARCHIVES. 

Discussion—Dr. Kipp asked how the wall of the abscess was 
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prevented from prolapsing into the tube. Dr. WuiTiIncG: The 
walls only collapse until they meet and do not prolapse into the 
speculum. Dr. GRUENING, in the treatment of cerebral abscess 
of otitic origin, has not met with the difficulties of which Dr. 
Whiting speaks and cannot, therefore, say how useful the encepha- 
loscope may prove in dressing a deep abscess cavity. For the 
introduction of gauze into the cavity, the German dressing-for- 
ceps (Kornzange) is superior to both the probe and the thumb 
forceps. Lately he has used a drain of iodoform gauze surrounded 
by rubber tissue. Dr. J. L. Apams’s experience has been that 
he has had repeatedly to reopen the abscess. Dr. GRUENING 
holds that it is healed when the abscess passage closes. Dr. 
DENCH mentioned that many prominent surgeons advised sep- 
arating the edges of the incision in the brain substance by means 
of blunt retractors, thus freely exposing the entire abscess cavity. 
The cavity is then lined with rubber tissue, and collapse prevented 
by introducing a gauze packing into the cavity so lined. Dr. J. 
L. Apams had had to operate eleven times on a brain abscess, 
whose fistula kept healing and the cavity refilling. Patient finally 
died and that side of brain was infiltrated with pus. Dr. Bacon 
spoke in favor of the instrument. Dr. GRUENING said that the 
dressings should not be introduced with a probe, but with the 
German dressing-forceps. Dr. Kipp thought the instrument 
should be made of glass,—could see better. Dr. WHITING: 
Glass had been tried by him without satisfaction. Could not con- 
ceive how anyone could refuse to take advantage of the perfect 
picture obtainable by means of this speculum. Thought there 
was more danger of forming a false passage with the dressing-for- 
ceps than with this instrument. 

Dr. J. L. ApAMs reported a case of mastoid operation, 
during which the sinus was opened; followed by sinus 
thrombosis. 

Dr. WHITING reported acase of osteomyelitis which he had 
operated upon two years ago. The case was sent from Norwich, 
Conn., by a surgeon, Dr. Peck by name. The patient was a young 
man of twenty-five, a blacksmith by occupation, who had been a 
victim of chronic suppuration for a considerable number of years. 
He had developed symptoms of acute mastoiditis and Dr. Peck 
operated upon him under stress of emergency. The case did not 
do well. A few days subsequent to the operation extensive swell- 
ing appeared below the tip of the mastoid, extending half-way to 
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the clavicle. A few days later swelling appeared in the occipital 
region as far backward as the nape of the neck posteriorly, ex- 
tending downward a considerable distance. Upon palpation of 
the swelling in the neck fluctuation could be recognized, and a 
counter-opening was made about two inches below the occipital 
protuberance in the median line. Notwithstanding this procedure 
the patient's temperature exhibited pronounced and frequent 
fluctuations, and after being under observation for several weeks 
he was brought to New York and entered on Dr. Whiting’s ser- 
vice at the New York Eye and Ear Infirmary. Dr. Whiting op- 
erated upon him, making the usual incision for the classical 
mastoid operation. Upon exposing the mastoid apophysis it was 
found carious throughout its entire extent ; a small opening was 
found in the bone posterior to the mastoid process for the most 
part. The mastoid antrum and cells had not been opened. A 
large granulating mass of dura was exposed in the opening which 
had been made at the first operation. Upon removal of the entire 
mastoid apophysis a large epidural abscess was exposed involving 
both the posterior and, middle cranial fosse. The necrotic gran- 
ulations were removed and a rim of bone was taken away suff- 
ciently far back to expose healthy dura around the margin of 
granulation. ‘The original mastoid incision was extended down- 
ward in the neck nearly to the clavicle, in order to evacuate a 
large accumulation of pus which had gravitated beneath the deep 
muscles. A second incision was then made from a point opposite 
the situation of the antrum directly backward to the occipital pro- 
tuberance, thence downward to the seventh cervical vertebra ; 
these incisions must have aggregated in length twenty inches or 
more. A nearly continuous abscess cavity was exposed by this 
incision, the granulating walls of which were destroyed by curet- 
ting. ‘The wound was packed with iodoform gauze and the pa- 
tient returned to bed. Dr. Peck expressed grave doubt as to the 
subsequent ability of the patient to hold his head erect, but was 
assured that he need feel no concern, as the patient would be able 
to support his head within a period of three or four days, which 
assurance was verified within the allotted time. One week from 
the time of operation the patient experienced no difficulty in 
holding the head erect and was occasioned but slight pain upon 
moving the head and turning it in any direction. The healing of 
the case was uncomplicated and uninterrupted. 

Discussion —Dr. DUANE asked if the aphasic symptoms had all 
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disappeared. Dr. WHITING: No, they have not. Dr. DUANE 
said that, while in a case of such extreme collapse the saline solu- 
tion might act in part by reason of its heat, he thought its main 
effect in resuscitating the patient due simply to the fact that it fills 
the vessels. He recalled a case of hemorrhage with profound 
collapse, seen by him in 1883, in which he had injected two pints 
of the saline solution. Through some oversight the liquid was 
given cold, and yet the regction was perfectly satisfactory. 

Dr. QUINLAN reported a case of Operation on the middle 
turbinated body, resulting in ear complications. Last 
July he saw a young man who complained of much postnasal 
dropping and obstruction in the nostrils. The examination re- 
vealed a large bony spur that almost divided the middle turbinal 
body ; in addition to this there was high up in the middle meatus 
a fibro-myxomatous mass of dense hard tissue. The latter was 
removed with the cold snare, and it was noticed at the time that 
a quantity of pus followed the operation, thereby indicating the 
presence of a latent purulent sinusitis of the anterior ethmoidal 
cells. The patient violently blew his nose some days after and 
felt a severe throb in his ear soon after. An acute pain was felt 
and the drum membrane showed evidence of an infective inflam- 
mation. Free incisions failed to cut short the process, which soon 
after involved the mastoid cells. Dr. Whiting opened these cells 
and found invasion by a purulent condition. ‘The man, however, 
remained septic for several months, and it was only last week 
(Nov. 25th) that the head of the femur was removed as a result of 
metastasis, several exploratory operations having preceded this, 
with the evacuation of large quantities of pus. He referred to 
this case as corroborating the condition of joint metastasis referred 
to by Dr. Gruening a few moments before. 

Dr. GorHAM Bacon reported a case of deformed auricle 
with operation. The patient, a young woman, about twenty- 
eight years of age, came to the New York Eye and Ear Infirmary 
in October, 1900. There was a marked deformity of the left 
auricle, so that the external meatus was more or less concealed. 
The auricle was about the same size as the right one. The ex- 
ternal auditory canal and drumhead were, however, less developed 
on this side than on the other. ‘There was also a supernumerary 
tragus. The patient was unable to secure a position as waitress 
on account of this deformity. The hearing was somewhat de- 
fective, owing to the presence of a large plug of cerumen, and 
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also to catarrhal changes in the membrana tympani. As shown 
in the photograph, an elliptical incision was made in the posterior 
portion of the auricle through the integument and connective 
tissue. This area was dissected out, but the cartilage was not 
divided. The edges of the wound were then stitched together by 
sutures, and the auricle was brought into a good position. The 
supernumerary tragus was also removed. The result was very 
satisfactory. 

Discussion—Dr. EMERSON asked as to the danger of setting up 
a chondritis in removing cartilage. Dr. Bacon prefers not to in- 
terfere much with cartilage, because of this danger. Dr. DENCH 
thought there was not much danger of this complication with 
aseptic surgery. 

Dr. E. B. Dencn reported a case of epidural abscess. 
The patient was a male about fifteen years of age. Several weeks 
before Dr. D. saw him, he had been in the Hospital suffering 
from an acute purulent otitis with symptoms of beginning mastoid 
involvement. All symptoms had disappeared upon incision of 
the drum membrane, frequent irrigation, and the application of 
the ice coil to the mastoid. When D, first saw the patient there 
was profuse discharge from the meatus. ‘The mastoid region was 
swollen and tender. ‘The oedema and tenderness extended back- 
ward for a distance of three or four inches behind the line of 
auricular attachment. ‘The typical mastoid operation was _per- 
formed by the house surgeon, Dr. Esterbrook. About three 
inches behind the posterior margin of the bony meatus, a small 
sinus was found leading into the posterior cranial fossa. Upon 
enlarging this opening by means of the chisel and rongeur, an 
epidural abscess was found lying just above the tentorium. The 
abscess cavity was completely walled off, and was about the size 
of a pigeon’s egg. The wound was dressed in the ordinary man- 
ner, the mastoid and epidural wounds being separated by firm 
gauze packing. The patient made an uninterrupted recovery. 
It seems probable that the avenue of infection was from the outer 
surface of the skull inward to the epidural space, and was due to 
the fact that the soft parts had been dissected off from the bone 
by the burrowing of pus along the upper and posterior wall of the 
canal, out upon the external surface of the mastoid, and from this 
part backward to the site of intracranial infection. 

Dr. GRUENING reported a case of thrombosis of the left lat- 
eral sinus, followed by abscess of the right parotid gland. 
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H. B., a boy seven years of age suffering from thrombosis of 
the lateral sinus, was admitted to the Mount Sinai Hospital and 
operated upon by removal of the thrombus and ligating of the 
jugular vein, on April 22, 1900. Until May gth, the patient did 
well. On that day the temperature rose and the right parotid 
gland became swollen. Several abscesses formed in the gland. 
They were opened and drained. The patient was discharged 
from the hospital on May 30th, but since had in his parotid gland 
a fistulous sinus which gradually closed after treatment of about 
two months. 

Dr. GRUENING reported a case of multiple abscesses of 
the post-auricular gland. 

The child, two years of age, was sent to the Mount Sinai Hos- 
pital to have the mastoid operation done. When she was ad- 
mitted she had no fever; both ears, the drumheads and external 
auditory canals, seemed normal. Behind the left auricle there was 
a conical elastic swelling about one inch in height. The skin 
covering the tumor was discolored, the apex of the cone being 
brightened in color and the base dark blue. ‘The incision was 
made, and a purulent and caseous post-auricular gland was found. 
The gland was exposed and the child recovered. 

Present.—Drs. J. B. Emerson, C. J. Kipp, H. Knapp, N. J. 
Hepburn, R. Lewis, F. Whiting, A. Duane, W. B. Marple, F. M. 
Wilson, T. P. Berens, B. Clemens, G. Bacon, C. H. May, E. B. 
Dench, E. Gruening, F. J. Quinlan, J. L. Adams, M. Toeplitz, E. 
Fridenberg, J. E. Sheppard, and H. A. Alderton. 

Election of Officers —President, Dr. Herman Knapp; Vice- 
President, Dr. J. B. Emerson ; Secretary, Dr. H. A. Alderton. 





REPORT OF THE SECTION ON OTOLOGY AT THE 
NEW YORK ACADEMY OF MEDICINE. 


STATED MEETING, HELD DECEMBER 12, 1900. 
By Dr. R. C. MYLES, SECRETARY. 


Dr. Jas. F. McKERNoN, in the chair. 


The importance of a knowledge of ear diseases to 
the general practitioner. 

Dr. Wm. H. THomson, President of the New York Academy of 
Medicine, read a paper with this title. The selection of the sub- 
ject was due to recollections from his own personal experience in 
general practice for over thirty-five years. Twenty-five years ago 
he would scarcely have said what he now most decidedly affirmed, 


that the general practitioner should feel a greater sense of respon- 
sibility when called to treat a case of ear disease than he need 
feel about affections of all the other organs of special sense put 
together. Like many others in his time, when he was engaged in 
family practice a slight chronic otorrhee a in a child gave him but 
little anxiety. The subject was dealt with, not in a systematic 
but in a reminiscent fashion, and cases were reported which proved 
the truth of Carlyle’s saying that “‘ Experience is a great teacher, 
but alack, he demands such dreadfully high wages!” 

A diseased ear may be infected by a pneumococcus, a strepto- 
coccus, or a staphylococcus, a bacillus pyocyaneus, or a bacillus 
coli, and the general practitioner should seek the aid of bacteri- 
ologists when he finds an otorrhcea resisting his measures of treat- 
ment, for by such help we can make progress in the management 
of obstinate ear-discharge. The pneumococcus in the ear is the 
easiest to deal with. 

The presence of intracranial organized exudates due to chronic 
ear-disease often leads to serious consequences and, in his experi- 
ence, one of the earliest manifestations of such has been the 
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development of myoclonus, notably of the extremities, and partic- 
ularly annoying when dropping to sleep. Some neurologists 
speak of this myoclonus as spinal in its origin and term it spinal 
epilepsy ; he thought this view was wholly incorrect and that these 
muscular twitchings indicated a cortical irritation which too often 
was a precursor of true epilepsy. He felt confident that epilepsy 
due to ear disease is more common than is usually recognized. 

The subject of vertigo was considered. He divided it into four 
varieties : 

1. The Gastric or Digestive. This variety supervenes upon 
gastro-intestinal derangements and its peculiarity is that the patient 
is generally annoyed and vexed with it but not much frightened. 

2. The Cardio-Vascular. When this variety is dependent upon 
weakness of the heart, nausea is always its accompaniment. When 
due to cerebral endarteritis, it excites a feeling of foreboding of 
mischief, and is generally very transient. 

3. The Ocular. This form is interesting in having a purely 
psychical basis. It is the vertigo that causes the head to swim at 
the brink of a precipice. Its explanation is that the general mus- 
cular tonus which keeps us in position has for one of its main 
elements the information which the eyes are constantly giving us 
of our surroundings, and when the eyes suddenly find a lack of 
surroundings, the muscular system as suddenly fails to receive its 
customary stimulus to maintain tone, and hence general muscular 
tremor immediately sets in. 

4. The Aural. This variety causes the most positive disturb- 
ances of all. In that marvellous mechanism of the semicircular 
canals we carry with us a fluid level, the slightest tip of which is 
instantly transmitted to the most centric station of nervo-muscular 
regulation, whereby we know our position in space and behave 
accordingly. Hence the least derangement causes alarm. Its 
invariable accompaniment is fear, which may outlast the vertigo 
itself. All cases of vertigo with a predominant feeling of alarm, 
or with a story of onset while the patient is recumbent, should 
lead to a careful examination of the organs of hearing. 

Non-operative cases of acute inflammation of the 
mastoid cells. By GorHam Bacon, M.D. Published in full 
in this issue, p. 7. 

Dr. EpwarD B. Dencu: I was very much interested in the 
able paper presented by Dr. Bacon to the Society, and as I am 
rather fond of using my voice, I am sorry that he has left me so 
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little to say. There are one or two things that I do not wish to 
discuss, but to emphasize. One is the necessity of making an early 
incision through the drum-membrane, and of making it freely, in 
cases of acute inflammation of the middle ear. I think, at the 
present time, almost all of us prefer to use nitrous oxide as an 
anesthetic ; that may bea trivial point, but to the patient it means 
a good deal. Nitrous oxide is the best anesthetic that can be ad- 
ministered in doing this operation. In reference to the incision, 
it should be begun a little lower down, opposite the tip of the long 
process of the malleus, and should follow the insertion of the 
membrani tympani upward as far as the posterior fold. It should 
be carried into the vault of the tympanum and then along the 
upper posterior wall of the external auditory meatus. In this way 
we relieve the tension within the mastoid. This extension of the 
incision is a good thing. 

With reference to the use of leeches over the mastoid I must 
say I hardly agree with the reader of the paper; I do not believe 
that we should abstract blood from the surface of the process in 
this way. I believe that the use of the natural or artificial leech 
applied to the mastoid makes it tender and masks the symptoms, 
and I have never been able to convince myself that it ever does 
any permanent good. I believe that it is better not to abstract 
blood in that way. In making a free incision in the posterior por- 
tion of the drum-membrane we get a local depletion. But if we 
are going to trouble the patient in this way I would prefer the 
artificial to the natural leech. 

With reference to the ice-coil, I believe in its use, but I believed 
in it more eighteen months ago than now because I have recently 
had one or two cases in which the real course of the disease 
seemed to me to be masked by the use of the ice-coil. In some 
cases it is left on too long; the rule should be not to leave it on 
longer than forty-eight hours. I think there is a certain amount 
of evidence to show that the symptoms are masked by the use of 
the coil and that later the case requires operation—at least in two 
instances the mastoid operation was not sufficient ; for in both 
cases there was intracranial involvement, one being an epidural 
abscess. Both these patients recovered, but I believe that, in 
both instances, had the mastoid been operated upon as a primary 
procedure and the ice-coil ot used, the more severe operation 
would not have been necessary. I am heartily in favor of the 
use of the coil. I believe one should keep the patient under 
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observation and that the tenderness must absolutely disappear be- 
fore it should be said that the patient is cured. I operated upon 
a case three weeks ago in the New York Eye and Ear Infirmary 
where the coil had been on for thirty-six hours. The case was 
under observation for five days before the operation. The drum- 
membrane was freely incised and the coil left on for thirty-six 
hours. Upon removal of the coil there was still a little tender- 
ness. I do not attach as much importance to tip tenderness as 
do most members of this Society ; I believe tip tenderness exists 
in a great many individuals. On the other hand, if one gets ten- 
derness over the mastoid antrum on deep pressure he can be 
absolutely certain that something is wrong. In the particular 
case cited above, tenderness was produced by deep pressure. | 
opened the mastoid and found a condition of things which would 
certainly have led to much destruction of the mastoid if the case 
had not been operated upon. There was an acute osteomyelitis 
involving the whole mastoid process—yet this patient seemed to 
be better after the use of the icecoil. 

One other point, regarding the rise of temperature in children 
being indicative of intracranial involvement. Here I must dis- 
agree with the reader of the paper, because these children are 
prone to a considerable increase of temperature as a result of 
acute inflammation of the middle ear. I have repeatedly seen a 
temperature of 103, 104, or 105 degrees with nothing but an acute 
catarrhal otitis media. In children, if the temperature runs high 
we need not feel disturbed. But, on the other hand, if in adults 
you have variations of temperature, or a steadily sustained tem- 
perature, this must be often explained on the ground of intra- 
cranial involvement. The particular bacillus which characterizes 
the infection is, I believe, of moment. I believe that if we have 
the streptococcus infection we are more apt to have a serious in- 
volvement of the surrounding structures than if we had a simple 
infection to deal with. I also believe that this point can be car- 
ried too far, for while waiting for the bacteriological examination 
the patient may die. I think that the clinical history in almost 
all these cases will enable one to decide whether it is necessary, 
in one instance, to incise the drum-membrane or, in another in- 
stance, to open the mastoid process, or, in a graver case, to invade 
the cranial cavity to relieve a collection of pus. 

I agree with the statement of Dr. Bacon that it is advisable 
that aurists should become able to meet all emergencies as they 
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occur. The time is past when it should be necessary to call upon 
a general surgeon to evacuate the pus from the brain, or to open 
and wash out the lateral sinus and so relieve the patient. 

Dr. HERMAN Knapp: I cannot add very much to what has 
been said so ably by Dr. Bacon and Dr. Dench. There are two 
points which I beg to be allowed to discuss. First, about para- 
centesis of the drum. As a rule, I do not open the drum the first 
time I see patients with acute otitis media, especially in younger 
people, even if the drum is red and bulging. I know by experi- 
ence that by putting these patients to bed and letting them stay 
there for a day or two, in many cases the redness will disappear 
and the disease have an entirely different aspect. But if on the 
next day the redness and bulging of the drumhead have increased, 
then I open the drum, and do it in the manner described by Dr. 
Dench in his text-book six or seven years ago: first an incision 
upward through the posterior half of the drum-membrane, then 
a short horizontal, and lastly a large and deep incision down 
the posterior wall of the meatus, forming a tongue-like flap. I 
have seen very excellent results from this procedure. In com- 
parison with the ordinary opening, which does not evacuate much 
of the pus, it is a decided advantage. I do not know whether 
Dr. Dench is the originator of this incision or not. 

Dr. Dencu: I think it was Dr. Blake’s idea. 

Dr. Knapp: This incision makes an opening just at the tym- 
panic mouth of the aditus ad antrum, securing good drainage for 
days or weeks to come. If we have to do a paracentesis let us do 
it thoroughly. 

I should like to speak of another point : in regard to the acute 
cases that get well. I do not think it wise to let the patients 
who once had ear disease with involvement of the mastoid get 
out of our sight; it is just as important to keep them under ob- 
servation as patients that have been cured of the acute or second- 
ary symptoms of syphilis. We must follow them up. It is not at 
all infrequent for these cases to run on for months, the drum- 
membrane being restored, and everything seeming to be all right. 
Then symptoms arise which show that, away from the antrum, 
there is a focus which may bring the patient to the graveyard. 
Usually in the tip there is a large cavity which will break on the 
medial side and give rise to an unpleasant abscess. On the other 
hand, we may have intracranial complications. Some patients 
seem to be cured for six months or a year, and afterwards die 
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with cerebral symptoms where the diagnosis was not made ; only 
when death has occurred it dawns upon the desolate relatives and 
the medical attendant that a previous otitis media may have to be 
blamed for it. 

To sum up: At the beginning of an acute otitis, put the patient 
to bed and give nature a chance; nurse him as you would a bad 
cold, and you will often abort the inflammation. If not, go on 
treating the case carefully and persistently, and when the patient 
has recovered do not lose sight of him: consider him still under 
your care, and impress upon him that, on account of the intricate 
anatomy of the mastoid bone, deep and remote morbid foci may 
lurk under a smooth surface,—foci which, if undiscovered or un- 
heeded, may prove fatal. ’ 

Dr. THomas R. PooLey: I feel lost in endeavoring to make 
any remarks in this presence. Otology in my own life is a thing 
apart. Nevertheless, as I practise otology, I feel that I may make 
a few remarks. 

I wish very much that Dr. Bacon had clearer-defined views and 
more strict rules as to the class of cases considered non-operative. 
In common with him and all who have done mastoid surgery, I 
have often been disappointed, and often been very agreeably sur- 
prised, at some rapid cures of patients when my first intention 
was to do an operation. I should like to instance a case. Not 
long ago, a young lady who had an exacerbation of her chronic 
inflammation of the middle ear—in so far as chronicity goes it is 
rather out of accord with the real purpose of the paper—was sud- 
denly seized with acute symptoms and she was placed in bed, 
Leiter’s coil applied, and leeches; strict rest was enforced. I 
consider that one of the first and paramount importances, in in- 
flammations of the middle ear, is to place the patient in bed. This 
patient had very little in the way of constitutional symptoms but 
tenderness over the mastoid. This was speedily relieved by the 
use of the Leiter coil and leeching. The relief which followed 
the reapplication of these measures was such that it made one 
hesitate to operate. There was no rise of temperature ; it was 
normal and even subnormal. I ventured to treat this patient for 
about ten days or two weeks when, tenderness persisting, I 
operated, and never have I found, in going through the outer 
cortex, such complete and universal destruction of the mastoid 
cells. The case terminated favorably. I cannot quite agree with 
Dr. Dench; true, it may not be dangerous to operate in these 
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cases, but I think we should try to get our patients well without 
operation, and have no disfiguring scar behind the ear, which is a 

great point gained. I agree with the doctor in regard to the im- 
portance of paracentesis in many cases of acute trouble. 

In the description of cases to-night some of the doctors referred 
to osteomyelitis. That does not exist in the mastoid cells because 
there is no medullary canal ; this term should be omitted in 
speaking of these cases, because if there is no medullary canal 
there can be no osteomyelitis. 

Dr. ApoLPH Rupp: Neither the reader of the paper nor any 
of the speakers have spoken of the treatment of the originating 
trouble of middle-ear and mastoid inflammations. Dr. Samuel 
Sexton, a forgotten writer, relates an instance of cure of the mid- 
dle ear by aspirating by way of the Eustachian tube. Dr. Hagen 
(Leipzig) used to direct attention to treating the Eustachian tube 
itself, in acute cases of middle ear, etc., troubles, by placing a leech 
at the angle of the jaw just below and behind the auricle. Often- 
times rest in bed will cure coryza or influenza, but some cases 
need direct and energetic treatment to prevent involvement of the 
middle ear. Dr. Maleschott in his memoirs tells of a severe attack 
of coryza that he had when a boy, for the relief of which leeches 
were applied within the nostrils, and which relieved the severe 
head symptoms. 

Dr. Henry L. Swain, of New Haven: I came rather to listen 
than to speak. I would like to say, however, that I am very glad 
to be able to be present at this auspicious opening of this section. 
It is particularly gratifying to learn from so eminent a physician 
as Dr. Thomson how highly he values the importance of otology. 

On the other hand, I have had great pleasure in hearing from 
Dr. Bacon that there are in New York some conservative ear 
surgeons, and that it occasionally transpires that a mastoid may 
escape surgical interference. I speak of this because of the very 
generally prevalent opinion outside of New York, especially 
among the laity, that to go to New York with a pain behind the 
ear leads invariably to a surgical procedure. 

‘ Dr. Bacon’s method of treatment involves certain cardinal prin- 
ciples which I have, in common with most of you, always practised 
and which were given me sixteen years ago in Germany: Free 
incision of the drum to give free and adequate drainage, local ab- 
straction of blood, preferably by leech, and the application of 
cold to the mastoid. When these do not stop the trouble, then 
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we have to operate. Personally, I am quite sure that the first 
point, that of free drainage, is not always thought of enough im- 
portance, especially by the vast majority of physicians who are 
not well versed in this subject. Its neglect undoubtedly leads to 
the mastoid developments which we are discussing. If incision 
recommended by Dr. Dench and Dr. Knapp were generally 
adopted there would certainly be no difficulty on that score. 
However, I judge that they mean to make this incision only in 
those cases where the mastoid involvement threatens ominously 
or actually exists. As to the usual incision to make in all cases, I 
should consider it absolutely not indicated. These cases should 
always be treated pro re nata. Make a free incision in the drum, 
and early. If it is not large enough for the purpose, then later 
enlarge it in the manner suggested. In this way we each year 
in New Haven find it possible to avoid operating on a number of 
cases of mastoid inflammation. 

Dr. M. D. LEDERMAN spoke about the necessity of asepsis in 
the external auditory canal before any incision is made through 
the membrana. The canal should be thoroughly cleansed, as we 
may introduce infection from the outside. There are a certain 
number of cases that do not get well without free incision. Para- 
centesis is a thing of the past. The important thing in the drain- 
age of these cases is to see that the folds of mucous membrane of 
the middle ear are freely incised ; here lies the secret of success 
in drainage. In cases of tenderness over the mastoid, if we cut 
through the drum-membrane rather deeply, we may open a sac 
which acts as a barrier or a ball-valve, and so overcome the diffi- 
culty of retention of the secretions in the mastoid antrum. In 
a certain number of cases, notwithstanding the drainage and 
douching, we shall have a continued flow of pus, as if the pus 
arose from acavity or a sac ; in these cases we shall find the mas- 
toid operation indicated. When we mop out the pus in the 
canal, and find rapid return of the discharge, the mastoid is in- 
volved and the antrum is the probable source of the pus. 

Dr. Joacuim, of New Orleans: I do not think I can add any- 
thing to the discussion although I may say, in a few words, what 
my usual practice is in the care of these patients. When called to 
see these cases it is generally in the evening, and I do not usually 
make a diagnosis of acute middle-ear disease at once, but order 
to be instilled a combination of carbolic acid and lysol, and ice 
applications made to the mastoid region. The next morning, if 
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the condition is better, I continue the cold applications until a 
certain amount of relief is obtained. But, if the patient is not 
better, I do not hesitate to make an incision into the drum-mem- 
brane which is a very free one. Whenever I make an incision I 
make a free one, and it is a “ Y”’-shaped one with the flap turned 
inward or outward in order to establish free drainage through an 
opening into the middle ear. This is usually sufficient in the class 
of cases the doctor refers to and which I take to be acute mid- 
dle-ear disease with mastoid involvement, not with suppuration. 
In these cases, with free drainage established, the application of 
cold is sufficient to cure the patient. When the application of 
cold within a reasonable time, thirty-six or forty-eight hours, does 
not give relief, I usually recommend the early operation. In 
cases of acute middle-ear disease, when it persists after thirty- 
six hours, in my experience the condition in the mastoid is usually 
already purulent, and the sooner we give relief the better. In fol- 
lowing this practice my results have been as good as the average 
man’s. 

Dr. Knapp: Mr. President, if it is in order to speak twice I 
should like to say a word in defence of this our glorious though 
much-abused city of New York. Our colleague, Dr. Swain, of 
New Haven, speaks of patients coming home with the so- 
called “ New York Ear Disease,”’ which is characterized by deep 
holes behind the auricle. Very natural: we are obliged to oper- 
ate more extensively, for our neighbors, far and near, are in the 
habit of sending us their bad cases ; the good ones they keep for 
themselves. In regard to cataract, for instance, I dare say that I 
operate oftener upon second than on first eyes. Eye patients 
do not die, they only get blind. The physicians in our neighbor- 
hood sometimes honor their New York confréres by calling them 
in consultation, and even the mercantile community are not down 
on New York. A short time ago, while sitting in a railroad car- 
riage on my way to New Haven, I looked at the houses of the 
passing villages and towns, and was amused by noticing on many 
of the merchants’ signs the words “ New York Prices!” What 
does it mean? 

Dr. Swain: Those prices do not refer to us! 

Dr. ARTHUR B, DueL: Three years’ experience with cases of 
acute otitis, occurring in acute infectious diseases at the Willard 
Parker and Riverside hospitals, has nearly convinced me that the 
ice-coil is not of much use in aborting a case of mastoiditis ; indeed 
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I am not sure that it is wése to use cold in cases where it seems pretty 
certain that INFECTION of the pneumatic spaces has taken place. 1 
say where infection has taken place, because nearly all cases of 
acute middle-ear suppuration are accompanied by considerable 
congestion in, and tenderness to deep pressure over, the mastoid 
process. Such cases are usually relieved by the free incision of 
the membrana tympani, extended out into the postero-superior 
segment of the canal wall as described by Dr. Dench. ‘The relief 
in such cases is undoubtedly hastened by the Leiter coil, but I 
doubt that it ever does more than put off the evil day when a 
radical operation must be done, providing bacteria have already in- 
vaded the pneumatic spaces. Inasmuch as the latter point is a 
difficult one to determine, although I am still using the coil very 
often in the early stages for twenty-four or forty-eight hours, I am 
growing into the opinion that it may be safer to depend entirely 
on the free drainage, etc., rather than mask important symptoms 
by the use of cold in many cases, thereby increasing the patient’s 
danger and rendering a more extensive operation necessary by the 
delay. 

This opinion in a way bears out a point made by the reader, 
regarding the greater virulence of streptococci and pneumococci, 
since the examination of a large number of cases of late has shown 
the presence of one or both of these bacteria in all cases which 
have come to operation, whether ice has been used or not. 

Dr. E. L. MereRHOF: A word regarding the diseases that 
complicate acute otitis media. Where diabetes mellitus is present 
it is well not to delay incising the drumhead, for if we delay until 
there is pronounced bulging, the destructive processes of inflam- 
mation are much more marked. In the cases of young children 
there is frequently difficulty in making a thorough inspection of 
the drumhead owing to swelling of the canal and the presence 
of exfoliated skin. In these cases I do not take any chances by 
waiting, but open the drum cavity at once. This is also espe- 
cially advisable where the otitis occurs in connection with scarlet 
fever, diphtheria, and measles. It is better to make an error and 
operate too early than to have waited too long. 

Dr. Emit Mayer: I should like to add to the history of one of 
the cases of mastoid disease reported by Dr. Bacon the following 
facts, which emphasize the statement made by him that recovery 
is complete and remains so. Case number one cited by the reader 
of the paper was operated upon by myself for a synechia and 
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exostosis of the bony septum six months ago, about one and a 
half years after Dr. Bacon had seen him with mastoid disease. 
There had been no recurrence of his trouble, he made a complete 
and rapid recovery, and has no mastoid trouble now. This state- 
ment may be of interest because we have heard how necessary it 
is to watch the patients for some time after mastoid involvement 
has been present. 

Dr. GorRHAM Bacon: I am glad the short paper has brought 
out so many points of interest. 

In regard to what Dr. Dench has said in reference to nitrous 
oxide gas, I agree with him especially in cases of paracentesis. I 
find, too, that I am very much in accord in regard to the other 
points mentioned, except the one of incising, where he carries the 
knife upwards to make a flap. I limit the incision to those cases 
where there is a considerable bulging in the upper part of the 
membrane ; I do not incise in all cases. I was glad to hear the 
discussion on the matter of incisions and I agree with the state- 
ments made regarding the dangers connected with it. I pur- 
posely selected the cases reported to-night. Keep these patients 
in bed ; the importance of this I referred to in my paper; keep 
them quiet, and after using the ice-coil watch your patients care- 
fully to see that there is no relapse. As you all know, in the hos- 
pital cases, so soon as they are better there is nothing that can 
keep them in the hospital and so they are apt to have relapses ; 
for this reason it may be inadvisable to use the ice-coil, for the 
case may subsequently go to operation and reflect upon the 
hospital. 

Dr. Dench referred to the temperature in children ; perhaps he 
misunderstood what I said. After making a free incision in the 
drum-membrane and after the use of the ice-coil, if the tempera- 
ture remains high, 104 or 105 degrees, with the mastoid still ten- 
der, I said I thought this case probably would have to be operated 
upon. I agree with what has been said about the temperature in 
children, but after opening the membrane, if the mastoid remains 
tender and the temperature remains high, the indications are that 
there is mastoid trouble. 

In regard to the bulging membrane I cannot agree with what 
has been said if the gentleman referred to cases in which the 
mastoid was tender, especially if there was temperature and in 
children. I think it is of the very greatest importance to place 
these patients in bed and keep them quiet, and to give them 
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calomel. I do not incise the membrane if I am dealing with a 
simple case of otitis media if the patient has but a slight rise in 
temperature. I did not mean to imply that I incised every drum- 
membrane, but if the mastoid shows much tenderness I am 
inclined to incise the drum-membrane. 

In regard to Dr. Pooley’s remarks I made but a slight mention 
of chronic purulent otitis media with mastoid involvement ; almost 
all these cases come to operation. In chronic cases I never use 
cold. I think we must be careful about waiting too long. | 
operate very early and watch the case, remove granulations, and 
secure drainage without applying cold. 

In regard to paracentesis I did not refer to that in my paper. 

In regard to coryza, I think I referred to the symptoms of 
mastoid disease and, of course, treated of coryza and other symp- 
toms of like importance. But the paper treated more particularly 
of mastoid conditions. 

Regarding Dr. Duel’s remarks about infectious diseases I think 
a great many cases in the hospital which I see could avoid opera- 
tion by incising the drum-membrane and applying cold, which I 
think is of great value. 

Dr. WiLt1AM H. THomson: If I understood Dr. Pooley, he 
corrected the term osteomyelitis in cases where there was an in- 
volvement of the mastoid. The expression in the paper is what is 
equivalent to osteomyelitis, which, I think, it virtually is. 





REPORT ON THE PROGRESS IN OTOLOGY FOR 
THE SECOND QUARTER OF goo. 


(Concluded from vol. xxix., p. 485.) 
By Dr. A. HARTMANN. 
Translated by Dr, ARNOLD KNAPP. 
MIDDLE EAR. 


¢.—COMPLICATIONS OF OTITIS MEDIA PURULENTA. 

150. Bezold. ‘Three cases of intracranial complications in acute purulent 
otitis, Mznch. med. Wochenschr., No. 22, 1900. 

151. Gumprecht. Dangers of lumbar puncture ; subsequent sudden death. 
Deutsche med. Wochenschr., No. 24, 1900. 

152. Hayden, T. H. Case of cerebellar abscess; operation ; recovery. 
Brit, Med. Four., June g, 1goo. 

153. Horne, W. Jobson. The formation of a circumscribed interdural 
abscess at the site of the saccus endolymphaticus. Your. of Laryngol., June, 
1900. 

154. McKernon, James F. Sigmoid sinus thrombosis. Laryngoscope, 
May and June, Igoo. 

150. CASE 1.—Three weeks after onset of an acute purulent 
otitis, the discharge had ceased and hearing had become nearly 
normal ; symptoms of sinus phlebitis, pyemia, and metastatic foci 
in the lungs set in, .The sinus was exposed three days later and 
found to be discolored, yellowish-green, and covered with a thin 
membrane. The temperature dropped to normal but rose sud- 
denly, after a week, with a chill. At the second operation ten 
days later the jugular vein was ligated, the sinus laid bare to the 
jugular foramen, and a fistula in the sinus was discovered. Pus 
and masses of thrombus were evacuated. Prompt recovery took 
place with cure of the optic neuritis and abducent paralysis. 


Case 2.—Acute purulent otitis after erysipelas. Gravitation 
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abscess. Mastoid and abscess opened, purulent contents evac- 
uated. The temperature rose on the second day to 40° and the 
jugular vein was ligated and the sinus exposed. The latter struc- 
ture appeared healthy and free bleeding occurred from a torn 
blood-vessel, hence the sinus was not incised. The temperature 
remained normal from the third day. 

Case 3.—Acute purulent otitis for eight weeks without perfora- 
tion of drum. Severe pain in ear and head. Insomnia, chill. 
A subperiosteal abscess had been present one cm behind the auri- 
cle for four weeks. Pus was found in the mastoid cells at 
operation and a fistula leading to an extradural granulating area 
and then to an abscess in temporo-sphenoidal lobe. This fistulous 
opening was enlarged and gauze introduced. The wound was 
healed in nineteen days. The subperiosteal abscess resulted prob- 
ably from the bursting outward of the brain abscess. SCHEIBE. 

151. GUMPRECHT relates the unpleasant accident where the 
needle broke off as the patient made an unexpected movement. 
The fragment was extracted with the forceps. The patient, of 
course, should keep perfectly quiet while the needle is in the ver- 
tebral canal. In another patient, a paralytic, on the day follow- 
ing, staggering gait and severe pain in the back appeared. These 
symptoms are supposed to be due to a too rapid evacuation of the 
spinal fluid. The fluid should escape very slowly and the pres- 
sure should not drop below 40 mm. Gumprecht reports seven- 
teen cases of sudden death after spinal puncture (two of his own). 
These patients nearly all suffered from brain tumors, usually in 
the posterior cranial fossa, with distinct signs of increased intra- 
cranial pressure before puncture. Paralysis of respiration was 
characteristic ; the heart continued to beat for a half to several 
hours, while artificial respiration was kept up. At autopsy the 
cavities situated centrally from the tumor were found widely di- 
lated, while in a spinal direction they were narrowed. The stop- 
page between the cerebral and spinal lymph takes place by direct 
pressure of the tumor at the aqueduct or of the cerebellum in 
the region of the foramen of Magendie. NOLTENIUS. 

152. A lad who had been operated on in 1896 for “ intracra- 
nial abscess, probably cerebellar,” on the left side, was well until 
January 14, 1900, when he began to have headache and vomit- 
ing. He was seen on the 17th, when he complained of severe 
frontal and occipital headache, chiefly on the left side. He was 
drowsy and apathetic, taking a long time to respond to questions. 





Progress of Otology. 59 


Tongue foul, bowels constipated. Pulse: 60. Respir.: 17. Temp.: 
97°F. No paralysis. Pupils equal and reacted to light and on 
accominodation. Slight lateral nystagmus, Right knee-jerk 
slight, the left hardly perceptible. No swelling or tenderness over 
the mastoid. Epithelial debris only, in the meatus. January 
22d, at 11 A.M., he was almost unconscious ; he could move both 
arms, but the left seemed rather weaker than the right. At 4P.M. 
he was comatose, breathing noisily. ‘The left arm was quite limp ; 
the face was paralyzed on the left side. The operation was en- 
tirely successful, the patient leaving the hospital on March roth 
in good health and quite healed. The eyes after the operation 
showed signs of double optic neuritis. There is no mention of 
vertigo in the report. CHEATLE. 


153. Horne describes two specimens obtained from the post- 
mortem room. In each, pus from the labyrinth had passed 
through the aqueductus vestibuli. 

The first was the right temporal bone of a boy aged nineteen 
years, who died with meningitis and thrombosis of the lateral sinus, 
having suffered from otorrhoea nearly all his life. The middle ear 
was much disorganized, with a carious roof,a patch of pachymen- 
ingitis corresponding to the caries. In the posterior fossa, imme- 
diately below the superior petrosal sinus in the neighborhood of 
the site of the saccus endolymphaticus and stretching across the 
lateral sinus, was an abscess sac. ‘This abscess had perforated in 
two directions : below, into the sinus, causing thrombosis; and 
above, causing leptomeningitis of the posterior fossa. The laby- 
rinth, which had been infected from the middle ear by caries 
around the oval window, contained dark brown pus. Bacterio- 
scopic examination of the pus from the middle and external ear 
yielded a diplococcus as well as staphylococci and streptococci. 

The second was the right temporal bone of a man aged thirty- 
seven years, who also died with meningitis and thrombosis of the 
lateral sinus and had suffered from suppuration in the middle ear 
since childhood. The middle ear was disorganized. The laby- 
rinth contained pus which had tracked through the aqueductus 
vestibuli and formed an abscess sac between the layers of the 
dura mater at the site of the saccus endolymphaticus, bursting 
through to the post. fossa. The sinus contained an ante-mortem 
clot. Horne questions whether the pus occupied the saccus en- 
dolymphaticus itself. The method by which the sinus was in- 
fected is of great interest. CHEATLE, 
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154. McCKERNON reports seven cases of sigmoid sinus throm- 
dosis with cerebral, cerebellar, and internal jugular-vein com- 
plications. A careful study of these cases is made, and an 
interesting symptomatology is added to the paper. 

A sudden rise in temperature, with remission and profuse sweat- 
ing, is one of the most positive signs of sinus thrombosis. — Chilly 
sensations should occasion suspicion, especially where discharge 
from the ear has existed for any length of time. Non-infective 
thrombosis gives no history of chills. The fluctuations of tem- 
perature depend upon the amount of septic material already in 
the circulation. A cerebral abscess may lower the temperature 
materially. In one case, where the temperature was normal, the 
pulse remained rapid for several weeks after the jugular resection. 
Pain is generally more severe than in uncomplicated mastoiditis. 
It is referred to the side of the head and occipital region over the 
torcular. When pain extends along the course of the internal 
jugular, it is due more often to the infected glands than to ob- 
struction in the vein. This observation was demonstrated in two 
cases. Nausea and vomiting are nearly always present, in greater 
or less degree. In the early stages the respiration is little affected : 
later it becomes very rapid. Vertigo was not observed in any of 
the cases. Consciousness was diminished in all but one case. 
A neuro-retinitis was found in two of the cases. Constipation 
seems to co-exist in the early stages of this disease ; it was present 
in all the cases. Griesinger’s symptom was present in five. An 
effort was made in four cases to verify Gerhardt’s observation of 
increased flow of blood through the unaffected vein, but without 
avail. Marked stiffness of the neck on the affected side was 
present in all the cases to a greateror lessdegree. ‘The existence of 
the hard, cord-like swelling along the course of the internal jugu- 
lar was never satisfactorily detected, although at the operation in 
one of the cases the vein was found enormously distended and 
contained a very firm clot. The lymphatic glandular involve- 
ment, while a valuable aid in diagnosis, does not always indicate 
phlebitis, as the same may occur in a Bezold perforation. 

Under the subject of treatment, McKernon advises a free ex- 
posure of the sinus. If aspiration be negative, it is better to open 
the sinus than to remain in doubt. In non-septic thrombosis the 
jugular is not excised, but opened, the clot in the sinus is removed, 
and the return flow well established from both ends. Where 
there is pus or broken-down clot in the sinus, the jugular should be 
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ligated at the clavicle and excised to the bulb. All enlarged 
glands should be removed. ‘The streptococcus is the micro-or- 
ganism considered responsible for the development of these 
septic conditions. 

After a prolonged operation the best form of stimulation is a 
hot saline enema. Oxygen is given at stated intervals for a 
period of four or five days following the operation. CLEMENS. 


@.—OTHER MIDDLE-EAR AFFECTIONS. 


155. Duel, Arthur B. The value of electrolytic dilatation of the Eusta- 
chian tubes in chronic tubal catarrh and chronic otitis media. Amer. Four. of 
the Med. Sct., April, 1900. 


155. The successful application of electrolytic dilatation in 
chronic catarrhal conditions of the Eustachian tubes and middle 
ear has led DUEL to urge its preferment to other methods now in 
use. A tabulated report of fifty cases is submitted for study ; many 
of the patients being either entirely relieved or much improved 
from the existing vertigo and tinnitus aurium, by restoring the 
patency of the Eustachian tubes. The hearing distance was 
increased, more or less, in nearly half the cases. 

The bougies are made of gold and correspond to the numbers 
2, 3, and 4 of the French scale. The bougie used should fit 
the tube snugly, so that the current can be kept in firm contact 
with the hyperplastic tissue long enough to ensure electrolytic 
action. The bougie is attached to the negative pole ; the positive 
pole is held in the patient’s hand. If an obstruction is encoun- 
tered during the passage of the bougie, it is overcome by using 
from one tothree m. amp. of current, when, after twenty seconds to 
a minute of contact, the bougie will pass over the softened mass 
with gentle pressure. Forcing the bougie is deprecated. In- 
creased current strength, up to five m. amp., is used where the 
obstruction is more difficult of reduction. Time of contact 
should not be longer than five minutes at one sitting. Applica- 
tions can be repeated at intervals of one week to one month, de- 
pending upon the results obtained by the use of inflation every 
other day. ‘Two or four sittings are usually found to be suffi- 
cient. <A battery of thirty to fifty volts is required. 

Quite a number of conclusions are submitted for consideration ; 
among them we note number six: “‘ Where the obstruction is due 
to an organized exudate, the best method for its removal is elec- 
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trolysis, for the following reasons : (a) It is more rapid; (4) it is 
more efficient ; (c) the results are more permanent.” 
J. B. CLEMENns. 


NERVOUS APPARATUS. 


156. Sugar. Diseases of the ear in influenza, especially influenza cere- 
bralis. Arch. f. Ohrenhlk., vol. xlix., p. 59. 


157. Sternberg. On the so-called tumors of the acoustic nerves, Zeit. 
schrift f. Hetlkunde, 1900, p. 163. 

158. Barth. The symptomatology of hysterical deafness. Deutsche med. 
Wochenschr., No. 22, 1g00. 


156. A form of influenza causing meningeal and other symp- 
toms has long been known as influenza cerebralis. Hyperemia 
and hemorrhages in the membranes and brain substance occur, 
probably on account of the change in the vascular walls described 
by Baumler. Destruction has also been observed, which SuGaAR 
considered to be due to hemorrhagic infiltration in the labyrinth. 
Bone-conduction is wanting, subjective noises and vertigo are 
present, and the eye grounds arehyperemic. A significant case is 
briefly related. BLocu. 

157. STERNBERG examined five cases histologically, and with 
a review of the literature concludes that the tumors are frequently 
of a mixed gliomatous nature. These develop probably from em- 
bryonic remnants in the area of the dorsal cranial nerves and 
do not necessarily stand in direct connection with the latter. A 
case described by Politzer in his text-book is missing in the litera- 
ture. BrUHL. 


158. A previously healthy, eleven-year-old girl, without heredi- 
tary taint, suddenly became totally deaf after a fright, and one week 
later, without cause, the hearing returned. After one week total 
deafness again came on after a fright ; examination of the ear 
showed no anomaly beyond slight retraction of the drum. The 
deafness remained for ten weeks and then suddenly disappeared 
again. BARTH made the interesting observation that unconscious 
musical perception was preserved for all tones and noises. The 
girl was able to sing a song correctly in the key in which it was 
played on the piano, though even the loudest tones could not be 
heard. Bone-conduction did not convey any hearing perception, 
according to the patient. According to Barth the girl had lost 
by the psychic force of the fright the faculty to translate auditory 
perception to consciousness, and that musical hearing as a sub- 
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division of the auditory sense functionates at a considerable level 
below consciousness, NOLTENIUS. 






NOSE. 







a.—ANATOMY AND PHYSIOLOGY. 






158A. Zwaardemaker, Compensation of olfactory sensations. Arch. /. 
Anat, u. Physiologie, tgoo. 





159 Zwaardemaker. The smelling power of solutions of different con- 
centration. Arch. f. Anat. u. Physiol., 1g00. 






160. Zwaardemaker. Sensations of smell, their combination and compen- 





sation. 





158A. Experiments to show that olfactory irritants may compen- 
sate one another ; a combination of weak irritants causes compen- 
sation, of strong irritants a contest, where the uncompensated-for 
part only is perceived. Brow, 
159. Olfactometric threshold measurements for eucalyptol, 
eugenol, anethol, vanillin, capron acid, ethyl bisulphid, cumarin, 
and scatol. BrRUHL. 
160. The importance of olfactory sensations is described, also 
olfactometric experiments and a double olfactometer to study 
olfactory combinations. BrRUHL. 











6.—METHODS OF EXAMINATION AND TREATMENT. 





161. Frankel, Remarks onthe bad odor from the mouth. Arch. /. Laryng., 
vol. x. 

162. Douglass, Beaman. Galvano-cautery in the nose. 1. Y. Med. 
Fourn., May 12, 1g00. 

161. Practical remarks on the differential diagnosis of the 
focus giving rise to the odor in the nose, mouth, or pharynx, and 
suggestions for treatment. ZARNIKO. 

162. DouG.Lass studied the results of galvano-cautery micro- 
scopically, fully described the changes, and derived the following 
deductions: The cautery should never be used superficially or 
over a large surface, and should be rapidly introduced under mod- 
erate heat into the deeper structures, which should be destroyed 
under greater heat. The cautery knife as well as linear cauteriz- 
ing should be discarded, except for superficial effects, in ulcers. | 
The cautery can be used on the nasal septum, only for destruction 
or dilatation of the venous sinuses of the tuberculum septi. The 
middle turbinate, upper septal region, nasal roof, ethmoidal re- 
gion, and outer nasal wall should never be cauterized. Adenoids, 
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hypertrophied faucial and lingual tonsils, are well suited for this 

method. The uvula, faucial pillars, arytenoid region, and glosso- 

epiglottic folds may be but superficially cauterized owing to dan- 

ger from cedema. M. ToeEPuitz. 
¢.—OZANA, 

163. Gerber. Chameprosopia and hereditary syphilis in relation to 
platyrrhinia and ozena. Arch. f. Laryng., vol. x. 

164. McKinney, Richmond. Purulent rhinitis of childhood in the produc- 
tion of atrophic rhinitis, MV. Y. Aled. Yourn., June 30, 1900, 

Atrophic Rhinitis. Discussion held in the laryngological section of the 
New York Academy of Medicine, March 28, 1900, The Laryngoscope, May, 
1g00. 

165. Bosworth, Francke H. The etiology of chronic atrophic rhinitis. 

166, Rice, Clarence C. The importance of distinguishing functional col- 
lapse of the nasal tissues from atrophic rhinitis. 

167. French, Thomas R. The hygienic and general treatment of atrophic 
rhinitis. 

168. Delavan, D. Bryson. The mechanical treatment of atrophic rhinitis, 

169. Knight, Chas. H. Atrophic rhinitis ; its treatment by local medica- 
tion. 


163. From measurements of 200 patients, of whom roo suf- 
fered from ozena, GERBER agrees with Hopmann that in the 
noses of ozzna patients a distinctly shortened septum and corre- 
spondingly deepened naso-pharynx were present. Platyrrhinia, 
chameprosopia, and epithelial metaplasia were also frequently 
found. The connection is the following : 

1. A true foetid atrophic rhinitis is always present where certain 
developmental interferences of the nasal skeleton are combined 
with epithelial metaplasia and certain regressive changes in the 
mucous membrane. 2. These arrests of development in the nasal 
skeleton usually occur in their natural combination with the cor- 
responding form of facial skull (chameprosopia—platyrrhinia). 
They may be produced in other cases by pathological processes, 
especially by hereditary syphilis. 3. Exceptionally the picture of 
foetid atrophic rhinitis may appear in the combination of broad 
nasal cavities and epithelial metaplasia. ZARNIKO. 


164. McKinney observed two brothers, aged nine and seven 
years respectively, The older, with a clear history of a former 
continuous purulent discharge with some evidence remaining, 
presented an advanced atrophy of the turbinated bodies ; in the 
younger, a purulent discharge existed without atrophy in one side 
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and the atrophic process going on in the other. ‘There was no 

hypertrophy of the pharyngeal tonsil present in these cases, which 

bear out Bosworth’s views on the causation of atrophic rhinitis. 
M. TorEPLitz. 


165. Atrophic rhinitis is developed from purulent rhinitis of 
childhood, not from hypertrophy of the mucous membrane. The 
suppuration destroys the secreting surface, the secretion becomes 
inspissated and dries into crusts which interfere with the circu- 
lation. In a certain proportion of cases there was evidence of 
malnutrition which could not be traced to syphilis, tuberculosis, 
scrofula, or other constitutional disturbances. M. TOEPLITzZ. 


166. Dryness of the mucous membrane of the nose and throat 
is not to be confounded with atrophic rhinitis. In the etiology of 
the latter, hereditary influences and acquisition in the earliest 
years of life are most important. Dryness is one result of general 
malnutrition, due to inadequate food, bad air, or to life spent 
among unsanitary conditions. Functional collapse is due to 
anemia. Excessive use of alcohol or tobacco produces mouth- 
breathing, due to swelling of the erectile tissue, which, in turn, 
causes dryness. ‘The treatment of the functional inactivity should 
be constitutional. M. TOEPLITZ. 


167. FRENCH confines his task to the questions, how to cleanse 
and how not to cleanse the nasal passages and nasal pharynx in 
atrophic rhinitis. For this the douche and post-nasal syringe are 
used. French militates against the leather plunger soaked in 
oil. Cultures made from scrapings from the inside of the 
barrel, curved tube, and leather plunger were injected into peri- 
toneal cavities of guinea-pigs, which died from sepsis. Syringes 
should be made of thin metal with asbestos plunger, which can be 
boiled. ~Atomizers with metal stems should also be boiled. Al- 
kaline solutions are better than antiseptic ones. He uses saline 
washes before and after a spray of peroxide of hydrogen. Con- 
stitutional treatment of anemia, change of climate, tonics, out-of- 
door exercise, and daily baths are advised. M. ToEPLitz. 


168. ‘The mechanical treatment of atrophic rhinitis consists of : 
(a) treatment by mechanical means, such as tampons, plugs, and 
bougies ; (4) removal of diseased membranes by means of the 
curette ; (c) treatment by various forms of electricity: galvano-cau- 
tery, vibratory massage, electric current, and interstitial electrol- 
ysis. For the effective prevention of atrophic rhinitis, obstructive 
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conditions of the nasal and pharyngeal regions should be 
promptly recognized and relieved, since atrophy has lately’ be. 
come of rare occurrence on this account. M. ToEPLitz. 
169. The best alkaline wash is the normal salt solution, which 
prepares the surfaces; then menthol in albolene spray (5 gr. to 
3 j), formaldehyde (1 : 5000), ichthyol with keroline (2 % and 5 ¢), 
and gomenol, distilled from the leaves of ‘“‘ Melaleuca viridiflora,” 
one tube to a quart of water (24 parts to 1000) ; also in albolene 
(5 parts in 1000). M. Torptirz. 


ad.—NEOPLASMS OF THE NOSE. 





170. Hasslauer. Benign tumors of the septum. Arch. f. Laryngol, 
vol. x. 

171. Escat. Removal of naso-pharyngeal fibromas by the natural pas- 
sages. Arch. Internat, de Laryngol., etc., vol. xiii., No. 2. 

172. Tilley, Herbert. Tumor of nasal septum. Proc. Laryn. Soc., 
London, March, 1900. 

173. Cumming, John, and Mackenzie, Hunter. A case of nasal granu- 
loma, probably tuberculous. Ari’. Med. Four., July 7, 1goo. 

174. Lack, H. Lambert. Two cases of nasal polypi treated by a new 
radical method, with microscopic sections of the bone removed, 

170. HAsSLAUER gives a careful review of the literature on 
benign tumors of the septum and adds several personally ob- 
served cases from the Wiirzburg clinic. 

281 tumors of the septum are divided in the following groups : 
The tuberculomas come first with 81 cases, followed by the bleed- 
ing septal polyp in 57. In these two groups the preponderance 
of the female sex is striking. There were 35 cases of warty tu- 
mors (papilloma durum, 20; papilloma molle, 15). Fibroma 
cedematodes 30 cases; syphiloma, gumma, etc., 26; polypoid 
hyperplasia, 16; fibroma, 9; myxoma, 6; adenoma, 4; enchon- 
droma, 4; cysts, 3. Finally 1o cases of isolated tumors. 

ZARNIKO. 


171. EscaT discusses the treatment of the naso-pharyngeal 
fibroma. He operates in narcosis with dependent head, grasps 
the tumor, and cuts through its base with two specially con- 
structed angular curettes. SCHWENDT. 

172. A woman, aged sixty-two years, after suffering with nasal 
obstruction and epistaxis for six months, was found to have a dark 
red, broadly pedunculated tumor growing from the neighborhood 
of the septal tubercle. The growth recurred after removal with 
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the cold snare, which was attended by profuse hemorrhage. The 
growth was thought to be an angio-fibroma. CHEATLE. 


173. A female patient complained of complete obstruction of, 
and occasional severe bleeding from, the right nasal passage, of 
about one year’s duration. The passage was found blocked by a 
reddish-brown polypus, which on probing was found to be freely 
movable and very vascular. On attempting to remove it with a 
snare it was found to be very friable. A pair of dressing-forceps 
pointed with cotton-wool was introduced and the whole growth 
was easily detached and pushed into the posterior nares. Severe 
hemorrhage, necessitating plugging of the nose, followed. The 
growth was about two inches long and had been attached along 
the ridge of the middle turbinate. It was of a reddish-brown 
color interspersed with white streaks. Microscopically, it was 
found to be a “ granuloma with giant cells, probably tuberculous.” 
Enlarged glands in the neck had been removed about two years 
previously. No indication of pulmonary tuberculosis. 

CHEATLE. 


174. LACK thoroughly scrapes the region of the middle meatus 
with Meyer’s ring knife under gas anesthesia. Both cases did 
well. The sections showed a condition of the nature of rarefying 
osteitis. Periosteum, much thickened, especially in deeper layer, 
which consisted of rows of large nucleated cells. The surface of 
the bone was ragged from the formation of numerous little bays 
which were filled with very large, often multinucleated cells. 
The bone cells were larger and more numerous than the normal, 
especially where the bone was invaded. In places, the changes 
had advanced so far that the bone was entirely broken up into 
fragments, surrounded by osteoclasts, and evidently undergoing 
absorption. CHEATLE, 


€.—ACCESSORY CAVITIES. 































175. Moskowski. Demonstration of influenza bacilli in the pus of an 
acute empyema of the maxillary antrum. Arch. /. Laryng., vol. x. 

176. Warnecke. Eleven cases of chronic empyema of Highmore’s antrum 
cured by the Krause-Friedlinder method from the lower meatus. Arch. f. 
Laryng., vol. x. 

177. Avellis. The termination of acute empyema of the maxillary antrum 
in caseation ; its clinical recognition and chances for cure. Arch. f. Laryng., 
Vole’ X, 

178. Habermann. On cholesteatoma of the frontal sinus. Zettschr. f. 
Heilkunde, vol. xxi., No. 6. 
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179. Tilley, Herbert. A case of chronic ethmoiditis simulating so-called 
** cleavage” of the middle turbinate. Proc. Laryng. Soc., London, May < 
1900, 

180. Spencer, W. A case of extensive necrosis following nasal polypi and 
sinus disease. Proc. Laryn. Soc., London, April, 1900. 


181. Pooley, Thos. R. Necrosis and empyema of the frontal sinus, 
Operation. Annals of Otology, Rhinology, and Laryngology, May, 1900. 

175. MoskowskI was able to grow on cultures Pfeiffer’s influ- 
enza bacillus in addition to staphylococci, streptococci, and diplo- 
cocci. He believes that the influenza bacillus was the causative 
factor and the other bacteria were of secondary importance. ‘lhe 
latter, however, may become more active under favorable condi- 
tions and transform the benign acute into a chronic empyema. 

° ZARNIKO. 

176. WARNECKE, discouraged by the long after-treatment after 
the broad opening through the canine fossa and the incomplete 
results following Cowper’s method, treats chronic empyema of the 
maxillary antrum according to the Krause-Friedlinder dry 
method and has achieved very satisfactory results. For re-exam- 
ination, with a view to recurrence, transillumination was used. 

ZARNIKO, 

177. AVELLIS reports three cases of maxillary empyema of 
several years,’ of several months,’ of several weeks’ duration, re- 
spectively. Irrigation was difficult and evacuated a thick, cheesy, 
crumbly, and very foetid pus. In each case, unexpectedly, recovery 
followed the single irrigation ; it was permanent and the subjective 
symptoms remained absent. The author concludes: An acute 
empyema may not heal nor become chronic, but may undergo 
caseation. ‘This caseation acts like a foreign body and produces 
suppuration, which may continue for a long tine but does not 
necessarily become chronic, as it ceases as soon as the purulent 
mass is removed. The microscopic examination of the caseous 
empyema gives a probably favorable diagnosis, which is assured by 
a second irrigation. The clinically observed cases are too few to 
give any further characteristics. ‘The main complaint was the 
terrible odor; headache, supraorbital pain, and the usual daily 
cycle of symptoms in a chronic empyema were not pronounced, 
and the quantity of discharge was not great. ZARNIKO. 


178. A man, fifty-seven years old, with a fistula below the right 
eyebrow, lasting nine months, after frontal empyema. Several 
years later, symptoms of retention. The fistula discharged again. 




















Progress of Otology. 69 





At operation cholesteatoma was found present. Its formation 
occurred presumably as in the middle ear; emigration of epi- 
dermis through the fistula with formation of pseudo-cholesteatoma. 
The epidermal covering of the cavity was preserved at the oper- 
ation and a permanent opening established beneath inner end of 
eyebrow. BRUHL. 
179. A girl aged eighteen years complained of severe pain 
over the nose and around the right side of the face. The middle 
turbinal was easily visible, and on its under side a well-marked 
swelling was present. The antrum had been explored with a 
negative result. CHEATLE. 
180. A woman aged forty years had for many years suffered 
from polypi and suppuration in the antrum and ethmoidal and 
frontal sinuses. Extension had taken place by the nasal duct, 
causing purulent conjunctivitis, which had left a central corneal 
opacity. The antrum and interior of the nose had been actively 
treated, and the front wall of the frontal sinus, including the upper 
margin of the orbit, had been removed. A long sinus remained 
extending backwards to beyond the anterior sphenoidal fissure, 
where dead bone was to be felt. Scraping in this region had been 
attended by profuse hemorrhage. CHEATLE. 
181. The patient, zt. thirty-eight, a male, had syphilis sixteen 
years ago. In 1895 influenza was followed in two weeks by scar- 
let fever, during which an abscess had formed in the orbital region, 
associated with orbital cellulitis, which broke in the superciliary 
region midway between the canthi. After repeated operations the 
sinus closed. However, in the spring of 1899 the discharge 
started anew and frontal-sinus disease was diagnosed but was not 
radically operated upon until January, 1gco. Through an incision 
along the upper border of the eyebrow the sinus was fully ex- 
posed, two small nasal and one frontal sequestra and many poly- 
poid granulations being removed. The patient made a good 
recovery. The ectropium was not relieved by the operation. 
M. ToEPLitz. 


¥. —OTHER NASAL AFFECTIONS. 








182. Morf. Congenital choanal closure. Arch. f. Laryng., vol. x. 

183. Grant, Dundas. A case of rhinoscleroma. Zaryng. Society, Lon- 
don, April 7, 1900. 

184. Freeman, Walter I. A case of rhinoscleroma. Avna/s of Otol. , 
Rhinol,., and Laryng., May, 1900. 
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182. The patient, aged forty-three, presented a partly bony 
choanal closure on the left side, pronounced hypsistaphylia, lep- 
torrhinia, and leptoprosopia. After exertion perspiration was 
freer on the left half of face than on the right. The author con- 
siders this observation to speak against Kérner’s theory of the 
formation of a vaulted palate by interference of nasal respiration. 

ZARNIKO. 


183. A woman aged twenty-six years came to GRANT on 
July 14, 1898, on account of complete double nasal obstruction. 
The tip of the nose was hard and swollen, and the nostrils were 
completely blocked by a reddish growth of almost fibrous consis- 
tency. There were fine symmetrical scales on the soft palate, and 
the uvula had completely disappeared. The finger introduced 
into the naso-pharynx detected a firm dense bar extending hori- 
zontally across the lower margin of the posterior nares. The 
capsuled bacillus was found. CHEATLE. 


184. After an elaborate discussion of the pathology of rhino- 
scleroma, FREEMAN reports a case of a man, et. thirty-four, a 
native of Russia, who had suffered for three years from nasal ob- 
struction with greenish discharges from both nares and considera- 
ble dryness. Both vestibules were contracted and blocked by a 


fibrous growth of great density. The septum was twisted and de- 
formed, the choane were of about half the normal size. The 
posterior pharyngeal wall and trachea were covered with inspis- 
sated muco-pus. A penetrating, sickening odor of sweetish char- 
acter was emitted. In the removed portions numerous bacilli of 
rhino-scleroma were found. M. TorPLitz. 


&.—NASO-PHARYNX., 


185. Lichtwitz and Sabrazés. Blood examination in children suffering 
from adenoids, before and after removal. Arch. f. Laryngol., vol. x. 

186. Rethi. Latent tuberculosis of the pharyngeal tonsil, Wien. Adin, 
Rundschau, No. 27, 1900. 

187. Eschweiler. Late diphtheria in the naso-pharynx. Minch. med, 
Wochensch., No. 17, 1900. 

188. Horne, W. Jobson. [nflammation of crypts in the mucous mem- 
brane covering a defined recess in the roof of the naso-pharynx, giving rise to 
otalgia and other symptoms. Proc. Laryng. Soc., London, May 5, 1900. 


185. These authors investigated the question whether the mal- 
nutrition of children with adenoids was not associated with 
marked changes in the blood. They examined the blood of 
healthy children and of those with adenoids before and after 
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operation, with the following conclusions : with adenoids, a slight 
grade of anemia and leucocytosis ; increase of percentage and en- 
tire amount per cubic millimetre of the large mononuclear cells 
and especially of the lymphocytes and eosinophiles ; a decrease of 
the relative and absolute relation of the neutrophile polynuclear 
cells. After removal of the adenoids the blood tends to become 
normal; the general condition and weight improve. The blood 
does not gain its physiologic characters progressively. Variations 
in the percentage of the leucocyte types appear, which probably 
depend on a number of uncertain quantities. ZARNIKO. 

186. RetTut has observed 160 cases of primary latent tubercu- 
losis of the pharyngeal tonsil where the body presented no other 
evidence of tuberculosis and the pharyngeal tonsil appeared not 
to be affected. The patients usually are from seven to seventeen 
years of age; in 76 the hereditary dyscrasia was present, 
in 58 the cervical glands were affected, scrofulous habitus 
in 14, and in two thirds the palatal tonsils were enlarged. 
The pharyngeal tonsil was generally enlarged and interfered with 
respiration in two thirds of the cases. 

The most frequent deformity was a soft, tongue-like hyper- 
trophy with glandular surface. In the histological examination 
Rethi found tubercles six times, caseation twice. The presence 
of tubercle bacilli in the epithelium was remarkable. The infec- 
tion of the pharyngeal tonsil takes place from the tuberculous spu- 
tum, by the blood or lymph circulation, or by the inspired air. 
Enlargement of the gland increases the disposition to tubercular 
infection, another reason for removing every enlarged pharyngeal 
tonsil. POLLAK. 

187. A week after the cure of the pharyngeal diphtheria, a 
diphtheritic membrane appears in the right nasal cavity, with dis- 
charge but no general symptoms. The membrane was easily re- 
moved with the curette without bleeding. Recovery after three 
days. A month later the brother of the little patient was taken 
ill with pharyngeal diphtheria. SCHEIBE. 

188. A man aged twenty-five had three or four months com- 
plained of pain in the left ear with impairment of hearing. On 
examination there was nothing in the ear to account for the pain ; 
but, by posterior rhinoscopy, small circular, sharply punched-out 
crypts or depressions were seen in the outermost parts of the roof 
of the naso-pharynx, directly above the cushion of the Eustachian 
orifice and the arch of the posterior nares; the one on the left 
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Side contained pus and the edges were inflamed. Under treat- 
ment the symptoms disappeared. CHEATLE, 
SOFT PALATE, PHARYNX, AND BUCCAL CAVITY. 

189. Pluder. ‘Two cases of extreme mobility of the tongue. Arch. /, 
Laryng., vol. x. 

190. Suchannek. Multiple appearance of sebaceous glands in the mucous 
membrane of the human mouth. Adénch, med. Wochensch., No. 17, 1900. 

igt. Lack, H. Lambert. A curtain-ring which was removed from the 
pharynx of achild. Proc. Laryng. Soc., London, May 5, 1900. 

192. Tilley, Herbert. A case of abnormal pulsating pharyngeal vessel, 
Proc, Laryng. Soc., London, April, 1goo. 

189. Two very rare cases. Both patients were able to pass 
their tongue, after the fashion of the Indian fakirs, behind the 
uvula and touch all parts of the naso-pharynx ; and one could ex- 
plore the laryngeal part of the pharynx. ‘The cause, in one, 
seemed to have been hypochondriacal imaginations, in the other, 
inability to swallow hard lumps (cesophagismus). ZARNIKO. 

190. In aman, forty-six years old, who had formerly suffered 
from pharyngitis and showed the evidences of atrophy of the 
pharyngeal and buccal mucous membranes, SUCHANNEK found 
yellow spots in the mucous membrane of the cheek opposite the 
upper molars which he regarded as calcareous mucous glands, 
Microscopically they proved to belong to the sebaceous glands. 

HARTMANN. 

191. A child aged nine years swallowed a ring at nine 
months. There was much choking at the time, but the symptoms 
passed off and fair health had been enjoyed, the child being 
brought to the hospital for adenoids. The ring was an ordinary 
brass curtain-ring, about one and one-half inches in diameter and 
about the thickness of a small Eustachian catheter. ‘The upper 
part was free in the post-nasal space, the lower free in the lower 
pharynx behind the arytenoids, the sides being embedded be- 
neath the mucous membrane of the lateral walls of the pharynx. 
Under chloroform the upper part of the ring was forcibly pulled 
forwards, and the lower part was with some difficulty cut through 
with bone forceps. The lower part was then pulled open by the 
fingers and extracted by pulling upwards. CHEATLE. 


192. A girl aged six years, suffering from enlarged tonsils and 
adenoids, showed a large pulsating vessel, possibly an abnormal 
ascending pharyngeal artery, behind the right posterior pharyn- 
geal pillar. CHEATLE. 
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